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ABSTRACT 
Title:  
“A study to assess the effectiveness of early suckling in increasing the 
maternal new born bonding, and psychological outcome of the primi mothers 
delivered at Institute of Obstetrics and gynaecology, Egmore, Chennai. 
Need for the study: 
A number of studies have shown that early contact often combined with early 
sucking has beneficial effects on maternal and neonatal outcomes. Initiation of 
breast feeding is the most crucial part of lactational success and bonding, 
researchers believes that sucking doing third stage will improve the above 
mentioned benefits. And also sucking enhances to secrete oxytocin.  
Objectives:  
 To assess the maternal new born bonding after the early suckling among primi 
para mothers delivered by normal vaginal delivery. 
 To assess the psychological outcome after the early suckling among primi para 
mothers delivered by normal vaginal delivery. 
 To find out the association between the maternal new born bonding and 
psychological outcome with their selected demographic and clinical variables 
of primi para mothers delivered by normal vaginal delivery. 
Key Words:  
Early Suckling, Maternal New Born Bonding, Psychological Well-Being. 
Methodology: 
Research approach  -      Quantitative research approach 
Duration of the Study -      Four Weeks (20.11.2016 to 18.12.2016) 
Study Setting   -      Labour Ward at IOG  
Study design   -      Cross sectional research design 
Study Population  -      Primigravida mothers who delivered in labor ward at IOG. 
Sample Size   -      60 women 
Sampling technique  -      Convenient Sampling Technique 
Data Collection Procedure  
The 60 primigravida mothers were assigned for the study. The investigator 
first introduced herself and obtained consent for the study from the mothers. After 
proper explanation, the data related to demographic variables and obstetrical 
variables were collected from the interview method. After delivery of the baby 
within 10-15 minutes early suckling were initiated. The maternal and new born 
bonding was assessed by post-partum bonding questionnaire and psychological 
outcome was assessed by Edinburg post natal depression scale. 
Data analysis: 
Demographic variables in categorical/dichotomous were given in frequencies 
with their percentages. Obstetrical variables in categorical/dichotomous were given 
in frequencies with their percentages.EPDS score and PBQ score was given in mean 
and standard deviation. Correlation between EPDS score and PBQ score was 
analysed using Karl pearson correlation coefficient method. Association between 
PBQ score   with demographic variables are analysed using Oneway ANOVA F-test 
and independent t-test. Association between EPDS   score   with demographic 
variables are analysed using Oneway ANOVA F-test and independent t-test<0.05 
was considered statistically significant. 
Results:  
The findings of the study revealed that early suckling improved the maternal 
new-born bonding and psychological bonding with paired t –test P value is 0.001.  
There is statistical significance association between the selected demographic 
variables and after early suckling. 
Discussion:  
Association between maternal new born bonding score and Primi para mothers 
demographic variables. Elder, more educated and joint family mothers are having 
more than others. Statistical significance was calculated using Oneway ANOVA F-
test and independent t-test.It could be inferred from that there was significant 
association between the selected demographic variables and after early suckling. 
Hence the research hypothesis was accepted. 
Recommendation: 
 The same study could be conducted on a large sample to generalize the 
results.  
 The study could be replicated in different settings with similar facilities.  
 The comparative study could be conducted in urban and rural adolescent 
girls. 
  Same study will be conducted in any age groups 
Conclusion: 
 The analysis of the result showed that the level of maternal new-born bonding 
and psychological outcome was increased after giving early suckling. The 
difference was found statistically significant at p<0.001 level. 
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CHAPTER – I 
INTRODUCTION 
 “It is the eternal changefulness of life that makes life so beautiful” 
                                                                                                                        - Sigmund 
Freud 
Parturition is derived from the Latin word “parturire” which means the act of 
bringing forth or being delivered. Parturition or labour is a physiological process 
during which the products of conception that is the foetus, membranes, umbilical cord 
and placenta, are expelled outside of the uterus.1  
Labour is divided into four stages. The first stage starts from the onset of true 
labour pains and ends with full dilatation of the cervix. The second stage starts from 
the full dilatation of cervix and ends with expulsion of the foetus from the birth canal. 
The third stage begins after the expulsion of foetus and ends with expulsion of the 
placenta and membranes. The fourth stage is the stage of early recovery; it begins 
after the expulsion of placenta and membranes lasts for one hour.2 
Active management of labour has been defined in many ways and current 
definition comprises of three components, administration of uterotonic soon after 
delivery of the baby, controlled cord traction and uterine massage after delivery of 
placenta. In previous active management of the third stage of labour the cord was 
clamped as soon as possible usually within one minute. However trails of cord 
clamping timing have shown beneficial effects on new born haematological indices 
leading to the recommendation to clamp the cord at around 3 minutes.3 
Care of the baby in the third stage of labour includes clearing of airway, APGAR 
rating, birth kangaroo care that is initiation of skin to skin contact of the mother and 
the baby immediately after birth that helps in  early initiation of breastfeeding, early 
separation of placenta, and mother and infant bonding. 
Early skin-to-skin contact (SSC) begins ideally at birth and involves placing the 
naked baby, head covered with a dry cap and a warm blanket across the back, prone 
on the mother’s bare chest. According to mammalian neuroscience, the intimate 
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contact inherent in this place (habitat) evokes neurobehaviors ensuring fulfilment of 
basic biological needs. This time may represent a psychophysiological ‘sensitive 
period’ for programming future physiology and behaviour. 4 
The rates of World Health Organization (WHO) 5, the European Commission for 
Public Health (ECPH) 6, and the American Academy of Paediatrics (AAP) 7 
recommend exclusive breastfeeding for the first six months of life. Despite the 
established benefits of breastfeeding, rates are still low, and even though breastfeeding 
initiation are high, there is a marked decline in breastfeeding during the first few 
weeks after initiation, and exclusive breastfeeding is rare.8 
Exclusive breastfeeding appears to be significantly lower among depressed 
mothers. Mothers who do not initiate or maintain breastfeeding are more at-risk for 
depression during the postpartum period. 11 – 18 
Bonding describes the process by which individuals become emotionally 
attached to one another. Bonding between mother and child is mainly achieved by 
early skin-to-skin contact (SSC) starting ideally straight after birth, thus representing 
the normal behaviour from an evolutionary perspective. 4 
Skin to skin contact in the third stage also benefits the mother, massage of the 
breast by the baby induces a large oxytocin surge from the mother’s pituitary gland 
into her bloodstream. Close emotional interaction coupled with cutaneous, visual and 
auditory stimuli from the baby when placed in prone position in skin to skin contact 
also help oxytocin release. 19 
Mothers and babies should be together, in skin to skin contact immediately after 
birth. The baby is happier, the baby's temperature is more stable, the baby's heart and 
breathing rates are more stable and more normal, and the baby's blood sugar is more 
elevated. 20 
Nature has so designed that when a baby is born, a readymade food in the form 
of breast milk flows like divine nature. Initiating breast feeding at third stage of labour 
facilitates numerous benefits for the mother and new-born. Midwives play a vital role 
in the initiation of breast feeding within 3 min after birth. 
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Scientific evidences shows that soon after child birth, there is precipitations drop in 
the mother’s oestrogen & progesterone levels, which triggers the release of prolactin from 
the anterior pituitary gland. Prolactin prepares the breast to secrete milk and subsequently 
milk is produced in response to in fact sucking and thus emptying the breast. As the 
nipple is stimulated by infant’s sucking, the posterior pituitary is stimulated by the 
hypothalamus to produce oxytocin, which stimulates uterine contractions in labouring 
mother. The effect issue to oxytocin which is secreted during preparations for breast 
feeding and early sucking within 3 min suring third stage of labour. 
1.1 Significants and need for the study  
Breast milk is thought to be the best form of nutrition for neonates and infants. 
The properties of human milk facilitate the transition of life from in utero to ex utero. 
The midwives must be familiar with how the mammary gland produces human milk 
and how its properties nourish and protect the infant. 21 
A number of studies have shown that early contact often combined with early 
sucking has beneficial effects on maternal and neonatal outcomes. Initiation of breast 
feeding is the most crucial part of lactational success and bonding, researchers 
believes that sucking doing third stage will improve the above mentioned benefits. 
And also sucking enhances to secrete oxytocin.  
Oxytocin acts on the breast to produce milk ejection or milk let-down. 
“Oxytocin also causes uterine contractions. New studies are adding to a body of 
literature that shows oxytocin plays a key role in maternal bonding and social 
affiliation what Taylor has labled. 
Mr.Babai (2010) stated that Breast feeding during third stage enhances skin to 
skin contact between mother and new-born. New-borns are alert and crawl, reaching 
the mother’s breast & they being to touch, massage the breast and also attach to the 
mother’s nipple, this process leads to an enhanced uterine contraction that helps in 
placental delivery thus reducing maternal bleeding. This also stimulates the flow of 
milk from the breast and the mother experience incredible joy with this first meeting 
of their child increases the process of bonding between mother and new-born. 
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The national health surveys provided by the Portuguese Health Ministry showed 
that breastfeeding initiation rates increased from 81.4% in 1995/1996 to 84.9% in 
1998/1999. 9 In 2010/2011, this percentage ascended to 98.5%. However, despite the 
increase in breastfeeding rates, these surveys also show a decrease in breastfeeding 
over the months. In 2010/2011, in baby-friendly hospitals, between, 65.2% to 72.5% 
of mothers exclusively breastfeed their babies by the time of hospital discharge. 10 
The investigator from her personal experience felt that the health care provided 
need to adopt early sucking of breast feeding following delivery as it offers numerous 
benefits for both mother and neonate. A good experience with ‘early sucking’ can 
ensure an intense interaction and benefits for both the mother and the new-born. 
During the clinical posting the investigator found that many of the primi para mothers 
are not aware of early suckling and psychological bonding.  The researchers felt that 
in order to increase maternal and newborn bonding this topic has been selected. 
1.2 Statement of the Problem 
“A study to assess the Effectiveness of early suckling in increasing the 
maternal new born bonding, and psychological outcome of the primi mothers 
delivered at Institute of Obstetrics and gynaecology, Egmore, Chennai. 
1.3 Objectives 
 To assess the maternal new born bonding after the early suckling among primi 
para mothers delivered by normal vaginal delivery. 
 To assess the psychological outcome after the early suckling among primi para 
mothers delivered by normal vaginal delivery. 
 To find out the association between the maternal new born bonding and 
psychological outcome with their selected demographic and clinical variables 
of primi para mothers delivered by normal vaginal delivery. 
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1.4 Operational Definitions 
Effectiveness: refers to the increase in level of psychological bonding of 
mothers after early suckling. 
Vaginal Delivery: is a natural process by which the uterus expels or attempts to 
expel the foetus and placenta. 
Early Suckling: refers to placing the new born baby whose APGAR is above 7 
immediately on the breast of the mother and initiating suckling after the cord is cut. 
Maternal New Born Bonding: refers to the subjective well-being mood status, 
interaction pattern and maternal-infant relationship. 
  Psychological Outcome: refers to the subjective well-being mood status, 
interaction pattern and maternal-infant relationship. 
1.5 Assumptions 
• Early suckling ensures that the baby receives first colostrum’s which is 
considered the first immunization. 
• Breast feeding is fosters bonding between mother and child. 
• Initiation of breast feeding within the first hour prevents neonatal deaths. 
1.6 Hypothesis 
H1 - There is a significant difference in the level of maternal new-born bonding of     
         primi para mothers delivered by normal vaginal delivery. 
H2 - There is a significant difference in the level of psychological outcome of    
          primi para mothers delivered by normal vaginal delivery. 
H3 - There is a significant association between maternal new-born bonding and  
         psychological outcome with their selected demographic variables and clinical  
         variables of primi para mothers delivered by normal vaginal delivery.  
1.7 Delimitations 
• The study is delimited to the institute of Obstetrics and Gynaecology, Egmore, 
Chennai – 8. 
• The sample size is limited to 60 patients. 
• The study was limited to 4 weeks. 
 6 
 
CHAPTER – II 
REVIEW OF LITERATURE 
This chapter divided into two parts 
2.1. Literature Review Related To Study 
2.2. Conceptual frame work 
2.1. Literature review related to study 
  This section is divided into three parts 
2.1.1.  Maternal new born bonding 
2.1.2. Benefits and effects of early sucking 
2.1.3. Psychological outcome 
2.1.1. Maternal new born bonding      
Rasha Mohamed Essa et al., (2015) conducted a non-randomized controlled 
clinical trial done at a labor and delivery unit of National Medical Institution in 
Damanhour, Albehera Governorate, Egypt. A purposive sample of 100 laboring 
women was recruited. Study group (50) who considered skin–to-skin contact (SSC) 
and a control group (50) who received routine hospital care. The aim of this study was 
to determine the effect of early maternal /newborn skin-to-skin contact after birth on 
the duration of third stage of labor and initiation of breastfeeding. The results revealed 
that success in first breastfeeding was higher among study group compared to control 
group. There are statistically significant differences between the study and control 
groups in third stage of labor duration, complete placental separation, and immediate 
contraction of the uterus, position of uterus, absence of any abnormal signs such as 
uterine atony or excessive blood loss. The mean duration of the third stage of labor in 
the study group was significantly shorter (2.8 ± 0.857 minutes) than among those in 
the control group (11.22 ± 3.334 minutes) (p < .01). The study concluded that mothers 
who practice early maternal/newborn SSC immediately after birth experience shorter 
duration of the third stage of labor and early successful initiation of breastfeeding. 26 
Himani, Baljit Kaur and Praveen Kumar (2011) conducted a study was to 
assess the effect of initiation of breast feeding within one hour of the delivery on 
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maternal- infant bonding. Two hundred and eighteen mother- infant dyads were 
enrolled for the study and considered for analysis. Each group (control and 
experimental) comprised of one hundred and nine mother-infant dyads. Mothers who 
initiated breast feeding after one hour of the delivery were considered in the control 
group and the mothers in the experimental group initiated breastfeeding within one 
hour of the delivery. Value of t at 24 hrs was -7.428 and at 48 hrs was -8.894. 
Significant difference p= 0.000 < 0.5 was found between the maternal infant bonding 
scores of control and experimental group at 24 as well as 48 hours of the delivery. At 
24 hours of the delivery, mean ± S.D of score was found 73.6 ± 9.0 in the control 
group while the score was 81.1 ± 5.3 in the experimental group and at 48 hours it was 
74.5 ± 8.9 in control group and 83.3 ± 5.3 in the experimental group. The result 
revealed that initiation of breast feeding within one hour of delivery improves 
maternal- infant bonding. So, it is recommended that breast feeding should be initiated 
within one hours of delivery. 27  
Himani, Kaur, and Kumar (2011) researched the effect of initiation of 
breastfeeding within one hour of the delivery on maternal- new-born bonding. A total 
of 218 couplets were enrolled in their study. The control group consisted of 109 
couplets who initiated breastfeeding more than one hour after birth. The experimental 
group consisted of 109 couplets who did initiate breastfeeding within one hour of 
birth. If it was more than one hour, they were placed in the control group. Maternal 
new-born bonding was assessed at 24 and 48 hours after delivery using the Maternal 
Postnatal Attachment Scale.The control group had a mean bonding score of 73.6, 
while the experimental group had an average bonding score of 81.1 at 24 hours after 
delivery (Himani et al., 2011). At 48 hours postpartum, the control group had a mean 
bonding score of 74.5 and the experimental group had an average bonding score of 
83.3results shows that a significant difference was found between the maternal 
newborn bonding scores of the control and experimental groups. The research team 
recommended that breastfeeding be initiated within one hour of delivery, as long as 
maternal and newborn health allows, in order to promote optimal maternal-newborn 
bonding.  
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Ahn S et al., (2011) conducted a non-synchronized nonequivalent control group 
pretest-posttest study to assess the effects of breast massage on breast pain, breast-
milk sodium, and newborn suckling in early postpartum mothers. Sixty postpartum 
mothers who were admitted to a postpartum care center and had problems with 
breastfeeding were recruited.44 were assigned to the intervention group and received 
two 30-minute breast massages within 10 days of postpartum period. Others were 
assigned control group and received only routine care. Breast pain was measured 
using a numeric pain scale and number of times newborns suckled was observed 
throughout breastfeeding. Breast milk was self-collected to evaluate breast-milk 
sodium. The results shows that the Mean age of postpartum mothers was 30 years old. 
Compared to the control group, women in the intervention group reported significant 
decreases in breast pain (p<.001), increases in number of times newborns suckled 
after the first and second massage (p<.001), and a decrease in breast-milk sodium after 
the first massage (p=.034).So finally Breast massage may have effects on relieving 
breast pain, decreasing breast-milk sodium, and improving newborn suckling.28 
Bystrova K et al., (2009) conducted a study to assess early contact versus 
separation: effects on mother-infant interaction one year later the aim of this study 
was to evaluate and compare possible long-term effects on mother-infant interaction 
of practices used in the delivery and maternity wards, including practices relating to 
mother-infant closeness versus separation. A total of 176 mother-infant pairs were 
randomized into four experimental groups: Group I infants were placed skin-to-skin 
with their mothers after birth, and had rooming-in while in the maternity ward. Group 
II infants were dressed and placed in their mothers' arms after birth, and roomed-in 
with their mothers in the maternity ward. Group III infants were kept in the nursery 
both after birth and while their mothers were in the maternity ward. Group IV infants 
were kept in the nursery after birth, but roomed-in with their mothers in the maternity 
ward. Episodes of early suckling in the delivery ward were noted. The mother-infant 
interaction was videotaped according to the Parent-Child Early Relational Assessment 
(PCERA) 1 year after birth. The study results shows that the practice of skin-to-skin 
contact, early suckling, or both during the first 2 hours after birth when compared with 
separation between the mothers and their infants positively affected the PCERA 
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variables maternal sensitivity, infant's self-regulation, and dyadic mutuality and 
reciprocity at 1 year after birth. These findings support the presence of a period after 
birth (the early "sensitive period") during which close contact between mother and 
infant may induce long-term positive effect on mother-infant interaction. We 
concluded that Skin-to-skin contact, for 25 to 120 minutes after birth, early suckling, 
or both positively influenced mother-infant interaction 1 year later when compared 
with routines involving separation of mother and infant.30 
Kerstin Uvnäs Moberg Danielle K (2013) conducted a study to assess the 
Oxytocin integrates the function of several body systems and exerts many effects in 
mothers and infants during breastfeeding. This explains the pathways of oxytocin 
release and reviews how oxytocin can affect behaviour due to its parallel release into 
the blood circulation and the brain. Oxytocin levels are higher in the infant than in the 
mother and these levels are affected by mode of birth. The importance of skin-to-skin 
contact and its association with breastfeeding and mother-infant bonding is 
discussed.38 
Marín Gabriel MÁ et al., (2013) Conducted Randomised controlled trial a 
study to assess the effectiveness of Analgesia with breastfeeding in addition to skin-
to-skin contact during heel prick. The objective of the study was to investigate the 
analgesic effect (measured with Neonatal Infant Pain Scale (NIPS)) of breastfeeding 
(BF) in addition to skin-to-skin contact (SSC) versus other methods of non-
pharmacological analgesia during blood sampling through heel lance in healthy term 
neonates. The study conducted at Tertiary level maternity ward, One hundred thirty-
six healthy term neonates, wish to breastfeed and absence of feeding during the 
previous 60 min. Neonates were randomly assigned to four groups: Group breastfed 
with SSC (BF+SSC Group) (n=35); Group sucrose with SSC (Sucrose+SSC Group) 
(n=35); SSC Group (n=33); or Sucrose Group (n=33). Babies were recorded with a 
video camera. Three observers watched the videos and measured NIPS score at three 
time points (t0: 2 min before heel prick; t1: During heel prick; and t2: 2 min after the 
heel prick). The influences of non-pharmacological methods on crying time, 
percentage of crying while sampling, heart rate, number of attempts and duration of 
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sampling were also studied. The study results showed that BF+SSC Group achieved a 
significant lower median NIPS score (value=1) compared with other groups (value=2, 
4 and 4, respectively). The percentage of neonates with moderate-to-severe pain was 
also lower in the BF+SSC Group. Both groups BF+SSC and Sucrose+SSC achieved a 
significant lower percentage of crying compared with SSC Group. Finally conclusion 
of this study suggests that BF in addition to SSC provides superior analgesia to other 
kinds of non-pharmacological analgesia in healthy term neonates during heel prick. 43 
Labarere J, et al., (2005) conducted a prospective, randomized, parallel-group, 
open trial study to assess the Efficacy of breastfeeding support provided by trained 
clinicians during an early, routine, preventive visit: a prospective, randomized, open 
trial of 226 mother-infant pairs. The purpose of this study was to determine whether 
attending an early, routine, preventive, outpatient visit delivered in a primary care 
physician's office would improve breastfeeding outcomes. Participants were recruited 
at a level 3 maternity facility, with an average of 2000 births per year, in France .A 
total of 231 mothers who had delivered a healthy singleton infant(gestational age: > or 
=37 completed weeks) and were breastfeeding on the day of discharge were recruited 
and randomized (116 were assigned to the intervention group and 115 to the control 
group) between October 1, 2001, and May 31, 2002; 226 mother-infant pairs (112 in 
the intervention group and 114 in the control group) contributed data on outcomes.. 
Ninety-two mothers (79.3%) assigned to the intervention group and 8 mothers (7.0%) 
assigned to the control group reported that they had attended the routine, preventive, 
outpatient visit in the office of 1 of the 17 primary care physicians participating in the 
study. Mothers in the intervention group were more likely to report exclusive 
breastfeeding at 4 weeks (83.9% vs 71.9%; hazard ratio: 1.17; 95% confidence 
interval [CI]: 1.01-1.34) and longer breastfeeding duration (median: 18 weeks vs 13 
weeks; hazard ratio: 1.40; 95% CI: 1.03-1.92). They were less likely to report any 
breastfeeding difficulties (55.3% vs 72.8%; hazard ratio: 0.76; 95% CI: 0.62-0.93). 
There was no significant difference between the 2 groups with respect to the rate of 
any breastfeeding at 4 weeks (89.3% vs 81.6%; hazard ratio: 1.09; 95% CI: 0.98-1.22) 
and the rate of mothers fairly or very satisfied with their breastfeeding experiences 
(91.1% vs 87.7%; hazard ratio: 1.04; 95% CI: 0.95-1.14).concluded that findings 
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might differ in other health care systems, this study provides preliminary evidence of 
the efficacy of breastfeeding support through an early, routine, preventive visit in the 
offices of trained primary care physicians. Our findings also suggest that a short 
training program for practicing physicians might contribute to improving 
breastfeeding outcomes. Multifaceted interventions aiming to support breastfeeding 
should involve primary care physicians. 44  
2.1.2 Related to benefits and effects of early sucking 
Widström AM et al., (1990) conducted a study to evaluate the effects of 
suckling within 30 min after birth when skin-to-skin body contact for mothers and 
infants. The study was done with both cases (n = 32) and control groups (n = 25). 
Mother-infant interaction during breast-feeding, infants' time spent in nursery and 
different aspects of breast-feeding were evaluated. Prolactin and gastrin were 
measured in maternal serum before and after breast-feeding on day 4 post-partum. The 
aim to evaluate effects of early post-delivery suckling failed since only six of the 32 
case infants did suck at this time. In spite of this, we found three significant 
differences among cases and controls. In the case group where all infants had touched 
or licked the areola and nipple, the mothers left the infants in the nursery for a 
significantly shorter time and significantly more mothers talked to their infants during 
the short breast-feeding observation. Median gastrin levels were significantly lower in 
cases than in controls both before (P less than 0.01) and after (P less than 0.03) breast-
feeding. In conclusion, the infant's early touch of the mother's areola and nipple 
seemed to have positively influenced the mother/infant relationship during the first 
four days after birth. It was also associated with lower maternal gastrin levels which 
suggests that maternal neuroendocrine functions were also influenced. Ten months 
after birth, we found no differences between cases and controls.24 
Srivastava S et al., (2014) done a Randomized control trial study on Effect of 
very early skin to skin contact on success at breastfeeding and preventing early 
hypothermia in neonates. Conducted over 2 years' period in a tertiary care hospital. 
Healthy babies delivered normally were included. Very early SSC between mothers 
and their newborns was initiated in the study group. We studied effective suckling 
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(using modified infant breastfeeding assessment tool [IBFAT]), breastfeeding status at 
6 weeks, maternal satisfaction, thermal regulation, baby's weight and morbidity. T-
test, Pearson Chi-square test and non-parametric Mann-Whitney test were used 
through relevant Windows SPSS software version 16.0.We observed that SSC 
contributed to better suckling competence as measured by IBFAT score (P < 0.0001). 
More babies in the SSC group were exclusively breastfed at first follow-up visit (P = 
0.002) and at 6 weeks (P < 0.0001). SSC led to higher maternal satisfaction rates, 
better temperature gain in immediate post-partum period, lesser weight loss was at 
discharge and at first follow-up (all P < 0.0001) and lesser morbidity than the study 
group (P = 0.006).we concluded that Very early SSC is an effective intervention that 
improves baby's suckling competence, maternal satisfaction, breastfeeding rates and 
temperature control and weight patterns. 25  
Orün E, et al., (2O10) A descriptive study was done between July in the 
maternity ward of Dr. Zekai Tahir Burak Maternity and Research Hospital, a 
certificated Baby-Friendly Hospital. The purpose of this study was to investigate 
maternal, gestational, and neonatal features associated with the early initiation of 
breastfeeding. A Babies with postpartum health problems and those hospitalized in 
the newborn intensive care unit were not included into the study. A total of 577 
mothers participated within 4 to 36 hours' postpartum on a voluntary basis. The 
mothers completed a questionnaire about the gestational, maternal, neonatal, and 
first suckling characteristics. Of the 577 cases, 35.2% initiated breastfeeding within 
the first hour while 72.8% of them initiated breastfeeding within the first two hours of 
birth. In the multivariate logistic analysis, it was found that the factors 
affecting early breastfeeding status (within the first 2 hours of birth) were maternal 
illness during pregnancy, caesarean section and preterm birth. We concluded that the 
prevention of premature birth, limitation of caesarean section indication, management 
of maternal anaemia, regular and effective pregnancy follow-up visits are important 
for the early initiation of breastfeeding. 29  
Cadwell K (2007) conducted a study to assess Latching-on and suckling of the 
healthy term neonate: breastfeeding assessment. Breast feeding problems, especially 
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with the healthy term neonate latching-on or feeding with a suboptimal latch, are 
common reasons for early breastfeeding termination when they result in inadequate 
breastfeeding, poor milk transfer, and sore nipples. This article describes clinical 
strategies for systematic latch-on and suckling assessment with the goal of improving 
the skills of clinicians who provide care for breastfeeding women. 31  
Bystrova K et al., (2007) conducted a study to assess the effect of different 
maternity home practices in St. Petersburg, Russia, as well as of physiological breast 
engorgement and maternal mood, on milk production in primi- and multiparous 
women on day four. The amount of milk was studied in relation to the duration of 
"nearly exclusive" breastfeeding.176 mother-infant pairs were randomised into four 
groups according to an experimental two-factor design taking into 
account infant location and apparel. Data were recorded in the delivery ward at 25-120 
minutes postpartum and later in the maternity ward. Group I infants (n = 37) were 
placed skin-to-skin in the delivery ward while Group II infants (n = 40) were dressed 
and placed in their mother's arms. Both groups later roomed-in in the maternity ward. 
These infants had the possibility of early suckling during two hours postpartum. 
Group III infants (n = 38) were kept in a cot in the delivery and maternity ward 
nurseries with no rooming-in. Group IV infants (n = 38) were kept in a cot in a 
delivery ward nursery and later roomed-in in the maternity ward. Equal numbers per 
group were either swaddled or clothed. Episodes of early suckling were noted. 
Number of breastfeeds, amount of milk ingested (recorded on day 4 postpartum) and 
duration of "nearly exclusive" breastfeeding were recorded. Intensity of breast 
engorgement was recorded and a Visual Analogue Scale measured daily maternal 
feelings of being "low/blue". The results were shown that, on day four, multiparas had 
lower milk production than primiparas when they were separated from their infants 
and breastfeeding according to the prescriptive schedule (7 times a day; Group III). In 
contrast, there was no difference in milk production between multi- and primiparous 
mothers in the groups rooming-in and feeding on demand (Groups I, II and IV), 
although multiparas had higher numbers of feedings than primiparas. In addition 
during the first three days postpartum, multiparous mothers had higher perception of 
physiological breast engorgement and lower intensity of feeling "low/blue" than 
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primiparous mothers. Early suckling was shown to positively affect milk production 
irrespective of parity. Thus Group I and II infants who suckled within the first two 
hours after birth ingested significantly more milk on day 4 than those who had not 
(284 and 184 ml respectively, SE = 14 and 27 ml, p = 0.0006).Regression analyses 
evaluated factors most important for milk production and found in Groups I and II for 
primiparous women that early suckling, intensity of breast engorgement and number 
of breastfeeds on day 3 were most important. Intensity of feeling "low/blue" was 
negatively related to amount of milk ingested. The significant factor for multiparous 
women was early suckling. Similar results were obtained in Groups III and IV; 
however, in primiparous mothers, engorgement was the most important factor and in 
multiparous women it was rooming-in. Amount of milk produced on day 4 was 
strongly correlated to a duration of "nearly exclusive" breastfeeding (p < 
0.0001).conclusion of the study were the present data show that ward routines 
influence milk production. 32 
2.1.3 Related to psychological outcome 
Suetsugu Y et al., (2015). Conducted a explorative study to assess The Japanese 
version of the Postpartum Bonding Questionnaire: Examination of the reliability, 
validity, and scale structure. The purpose of this study was to develop the Japanese 
version of the Postpartum Bonding Questionnaire (PBQ) to gather data on Japanese 
mothers for comparison with other cultures and to examine the scale structure of the 
PBQ among Japanese mothers. We administered the PBQ to a cross-section of 244 
mothers 4 weeks after delivery and again 2 weeks later to 199 mothers as a retest to 
examine reliability. We used exploratory factor analysis to evaluate the factor 
structure of the PBQ. Correlations with the Mother-to-Infant Bonding Scale (MIBS), 
the Maternal Attachment Inventory (MAI), Edinburgh Postnatal Depression Scale 
(EPDS), and sociodemographic variables were calculated for validation. The results 
shown that The 14-item version of the PBQ extracted by exploratory analysis 
consisted of four factors: ‘impaired bonding’, ‘rejection and anger’, ‘anxiety about 
care’, and ‘lack of affection’. We found significant correlations of the total scores of 
the PBQ and the 14-item version of the PBQ positively with the MIBS and negatively 
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with the MAI. Moderate significant correlations with total scores were also found with 
the EPDS. Total scores for primiparous and depressed mothers were higher than those 
for multiparous mothers and mothers without depression. The Conclusion of this 
study demonstrated the reliability and validity of the PBQ and the 14-item version of 
the PBQ in Japanese mothers 4 weeks after delivery. 33 
van Bussel JC et al., (2010) conducted a study, to assess the effectiveness of  
Three self-report questionnaires of the early mother-to-infant bond: reliability and 
validity of the Dutch version of the MPAS, PBQ and MIBS.we investigated the 
reliability and validity of three self-report questionnaires measuring the early 
emotional bond between a mother and her newborn infant: the Maternal Postpartum 
Attachment Scale (MPAS), the Postpartum Bonding Questionnaire (PBQ) and the 
Mother-to-Infant Bonding Scale (MIBS). In a monocentric prospective observational 
cohort study, 263 mothers completed the MPAS, the PBQ and the MIBS at 8–12 and 
at 20–25 weeks postpartum. The participants also completed measures of mental 
health and, during their pregnancy, measures of recalled parental bonding, adult 
romantic attachment, antenatal attachment and social desirability. In our study, the 
internal reliabilities of the PBQ and the MPAS were high at 8–12 weeks postpartum 
but dropped significantly at 20–25 weeks postpartum. Moderately strong correlations 
between the scales of the PBQ, the MPAS and the MIBS supported their construct 
validity. Further, weak correlations were found with social desirability and adult 
attachment representations, whereas moderate correlations were found with antenatal 
feelings of attachment and antenatal attitudes to motherhood. Finally, maternal 
feelings of bonding were also moderately associated with maternal mood. Overall, our 
findings suggest that the MPAS, the PBQ and the MIBS provide a reliable and valid 
indication of the early emotional tie between a woman and her newborn infant. 34 
Suetsugu Y et al., (2015) conducted a study to assess the effectiveness of The 
Japanese version of the Postpartum Bonding Questionnaire: Examination of the 
reliability, validity, and scale structure. The purpose of this study was to develop the 
Japanese version of the Postpartum Bonding Questionnaire (PBQ) to gather data on 
Japanese mothers for comparison with other cultures and to examine the scale 
 16 
 
structure of the PBQ among Japanese mothers. We administered the PBQ to a cross-
section of 244 mothers 4 weeks after delivery and again 2 weeks later to 199 mothers 
as a retest to examine reliability. We used exploratory factor analysis to evaluate the 
factor structure of the PBQ. Correlations with the Mother-to-Infant Bonding Scale 
(MIBS), the Maternal Attachment Inventory (MAI), Edinburgh Postnatal Depression 
Scale (EPDS), and sociodemographic variables were calculated for validation. 
Results: The 14-item version of the PBQ extracted by exploratory analysis consisted 
of four factors: ‘impaired bonding’, ‘rejection and anger’, ‘anxiety about care’, and 
‘lack of affection’. We found significant correlations of the total scores of the PBQ 
and the 14-item version of the PBQ positively with the MIBS and negatively with the 
MAI. Moderate significant correlations with total scores were also found with the 
EPDS. Total scores for primiparous and depressed mothers were higher than those for 
multiparous mothers and mothers without depression. Conclusion: The results of this 
study demonstrated the reliability and validity of the PBQ and the 14-item version of 
the PBQ in Japanese mothers 4 weeks after delivery. 35 
Brockington A (2010) conducted a study to assess the assess the effectiveness 
of Screening Questionnaire for mother-infant bonding disorders, purpose of the study 
is, there is a need in primary care for an easily administered instrument to give early 
indications of disorders in mother infant relationships. An 84 item questionnaire was 
administered to 104 subjects, including normal mothers, depressed mothers with a 
normal mother-infant relationship and mothers with bonding disorders. A principle 
component analysis was used to select items for scale construction. Scale scores were 
compared with interview data. Reliability, sensitivity and specificity of the scales 
were measured. Findings: 4 factors of clinical relevance were obtained and used to 
construct 4 scales. The questionnaire was reduced to 25 questions. Scale 1 (impaired 
bonding) had a sensitivity of 0.93 in detecting mothers with bonding disorder. Scale 2 
(rejection and anger) specifically identified mothers with severe disorders. Scale 3 
may be useful in anxious mothers. Scale 4 signalled the presence of incipient abuse, 
requiring urgent intervention. The study results shown that this questionnaire can be 
used, with the Edinburgh Postnatal Depression Scale, by midwives and health visitors, 
for the early diagnosis of mother-infant bonding disorders. 36 
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Gribble KD (2006) conducted a study to assess the effectiveness of attachment 
and breastfeeding: implications for adopted children and their mothers.physiological 
and behavioural research, that breastfeeding can play a significant role in developing 
the attachment relationship between child and mother. As illustrated in the case 
studies presented, in instances of adoption and particularly where the child has 
experienced abuse or neglect, the impact of breastfeeding can be considerable. 
Breastfeeding may assist attachment development via the provision of regular intimate 
interaction between mother and child; the calming, relaxing and analgesic impact of 
breastfeeding on children; and the stress relieving and maternal sensitivity promoting 
influence of breastfeeding on mothers. The impact of breastfeeding as observed in 
cases of adoption has applicability to all breastfeeding situations, but may be 
especially relevant to other at risk dyads, such as those families with a history of 
intergenerational relationship trauma; this deserves further investigation. 37 
Figueiredo et al., (2013) the objective of the study is to review the literature on 
the association between breastfeeding and postpartum depression. The literature 
consistently shows that breastfeeding provides a wide range of benefits for both the 
child and the mother. The psychological benefits for the mother are still in need of 
further research. Some studies point out that pregnancy depression is one of the 
factors that may contribute to breastfeeding failure. Others studies also suggest an 
association between breastfeeding and postpartum depression; the direction of this 
association is still unclear. Breastfeeding can promote hormonal processes that protect 
mothers against postpartum depression by attenuating cortisol response to stress. It 
can also reduce the risk of postpartum depression, by helping the regulation of sleep 
and wake patterns for mother and child, improving mother's self-efficacy and her 
emotional involvement with the child, reducing the child's temperamental difficulties, 
and promoting a better interaction between mother and child. Studies demonstrate that 
breastfeeding can protect mothers from postpartum depression, and are starting to 
clarify which biological and psychological processes may explain this protection. 
However, there are still equivocal results in the literature that may be explained by the 
methodological limitations presented by some studies. 39 
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Lara-Cinisomo S et al., (2017) conducted a study to assess the effectiveness of 
Associations between Postpartum Depression, Breastfeeding, and Oxytocin Levels in 
Latina Mothers. Thirty-four Latinas were enrolled during their third trimester of 
pregnancy and followed through 8 weeks postpartum. Demographic data were 
collected at enrolment. Depression was assessed using the Edinburgh Postnatal 
Depression Scale (EPDS) at each time point (third trimester of pregnancy, 4 and 8 
weeks postpartum). The Spielberger State-Trait Anxiety Inventory (STAI) was 
administered postpartum and EPDS anxiety subscale was used to assess anxiety at 
each time point. Breastfeeding status was assessed at 4 and 8 weeks postpartum. At 8 
weeks, OT was collected before, during, and after a 10-minute breast/ 
bottle feeding session from 28 women who completed the procedures. Descriptive 
statistics are provided and comparisons by mood and breast feeding status were 
conducted. Analyses of variance were used to explore associations between PPD, 
anxiety, breastfeeding status, and OT.The study results showed that just under one-
third of women were depressed at enrollment. Prenatal depression, PPD, and anxiety 
were significantly associated with early breastfeeding cessation (i.e., stopped 
breastfeeding before 2 months) (p < 0.05). There was a significant interaction between 
early breastfeeding cessation and depression status on OT at 8 weeks postpartum 
(p < 0.05).Finally concluded that Lower levels of OT were observed in women who 
had PPD at 8 weeks and who had stopped breastfeeding their infant by 8 weeks 
postpartum. Future studies should investigate the short- and long-term effects of lower 
OT levels and early breastfeeding cessation on maternal and child well-being. 40  
Brown Arnott B (2014) conducted a study assess the effectiveness of 
Breastfeeding duration and early parenting behaviour: the importance of an infant-led, 
responsive style.  The aim of this study was to explore the association between early 
parenting behaviours and breastfeeding duration. Five hundred and eight mothers with 
an infant aged 0-12 months completed a questionnaire examining breastfeeding 
duration, attitudes and behaviours surrounding early parenting (e.g. anxiety, use of 
routine, involvement, nurturance and discipline). Participants were attendees at baby 
groups or participants of online parenting forums based in the UK.The study results 
showed that Formula use at birth or short breastfeeding duration were significantly 
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associated with low levels of nurturance, high levels of reported anxiety and increased 
maternal use of Parent-led routines. Conversely an infant-led approach characterised 
by responding to and following infant cues was associated with longer breastfeeding 
duration. Maternal desire to follow a structured parenting approach which purports use 
of Parent-led routines and early demands for infant independence may have a negative 
impact upon breastfeeding duration. Increased maternal anxiety may further influence 
this relationship. The findings have important implications for Health Professionals 
supporting new mothers during pregnancy and the postpartum period. 41  
Heinrichs M et al., (2001) conducted a study to assess the effectiveness of 
suckling on hypothalamic-pituitary-adrenal axis responses to psychosocial stress in 
postpartum lactating women. In several studies lactation has been shown to be 
associated with a hypothalamic-pituitary-adrenal axis hypo responsiveness to physical 
and psychological stressors. As it is not known whether the marked blunting of 
endocrine stress reactivity in women can be ascribed to suckling as a short-term effect 
or to lactation in general, the acute effects of suckling on the hypothalamic-pituitary-
adrenal axis and the sympathetic-adrenal-medullary system responses to mental stress 
were investigated in lactating women. Forty-three lactating women were randomly 
assigned either to breast-feed or to hold their infants for a 15-min period with the 
onset 30 min before they were exposed to a brief psychosocial stressor (Trier 
Social Stress Test). Both breast-feeding and holding the infant yielded significant 
decreases in ACTH, total plasma cortisol, and salivary free cortisol (all P < 0.01). 
There were no significant differences in baseline hormone levels between the groups 1 
min before the stress test. In response to stress exposure, ACTH, total plasma cortisol, 
salivary free cortisol, norepinephrine, and epinephrine were significantly increased in 
all lactating women (all P < 0.001). However, total cortisol and free cortisol responses 
to stress were attenuated in breast-feeding women (P = 0.001 and P = 0.067, 
respectively), who also showed significantly decreasing PRL levels during 
the stress test (P = 0.005). In addition, there was no change in plasma oxytocin or 
vasopressin in response to the stressor. Breast-feeding as well as holding led to 
decreased anxiety (P < 0.05), whereas, in contrast, stress exposure worsened mood, 
calmness, and anxiety in the total group (all P < 0.001). From these data we conclude 
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that lactation in women, in contrast to that in rats, does not result in a general restraint 
of the hypothalamic-pituitary-adrenal axis response to a psychosocial stressor. Rather, 
suckling is suggested to exert a short-term suppression of the cortisol response to 
mental stress. 42  
Eriksson C et al., (2006) conducted a study to assess the Content of childbirth-
related fear in Swedish women and men--analysis of an open-ended question. The 
content of childbirth-related fear as described by 308 women and 194 men was 
analysed and compared in relation to intensity of fear. The content of fear was 
similarly described by women and men and concerned the following main categories: 
the labor and delivery process, the health and life of the baby, the health and life of the 
woman, own capabilities and reactions, the partner's capabilities and reactions, and the 
professionals’ competence and behaviour. Among women, the labor and delivery 
process was the most frequently reported among the 6 categories of fears, whereas the 
health and life of the baby was the most frequent among the men. Fears related to own 
capabilities and reactions were described significantly more often by women with 
intense fear than by women with mild to moderate fear. The greatest difference 
between men with intense versus mild to moderate fear was a more frequent 
expression of concern for the health and life of the woman. Both women and men had 
fears related to not being treated with respect and not receiving sufficient medical 
care. This finding suggests that part of the problem with childbirth-related fear is 
located within the health care system itself. 45  
Larkin P et al., (2012). Conducted a exploration study to assess the exploration 
of women's experiences of childbirth in the Republic of Ireland. The objective of the 
study was Women's experiences of childbirth have far reaching implications for their 
health and that of their babies. This paper describes an exploration of women's 
experiences of childbirth in the Republic of Ireland. A consisting of focus group 
interviews (FGIs) identified important aspects of women's childbirth experiences. 
Four randomly selected maternity units in the Republic of Ireland. A convenience 
sample of 25 women who volunteered to participate in five focus group interviews. 
Eligible participants were >18 years, able to discuss their birth experiences in English, 
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had experienced labour, and had a live healthy baby. Approximately three months 
following the birth, data were collected using a conversational low moderator style 
focus group interviews. Three main themes were identified, 'getting started', 'getting 
there' and 'consequences'. Women experienced labour in a variety of contexts and with 
differing aspirations. Midwives played a pivotal role in enabling or disempowering 
positive experiences. Control was an important element of childbirth experiences. 
Women often felt alone and unsupported. The busyness of the hospital units precluded 
women centred care both in early labour and in the period following the birth. Some 
women would not have another baby due to their childbirth experiences. 46  
Baker A Baker (2001) Conducted a study to assess the Perceptions of labour pain 
by mothers and their attending midwives. The aim of the current study was to 
examine the perception of pain by labouring women and their attendant midwife, 
from the onset of labour to delivery. Accurate measurement and appropriate 
management of pain is a significant problem for attendant medical and nursing 
personnel. Both the experience and perception of pain are regarded as subjective and 
are therefore difficult to measure objectively. Indeed, much of the literature reports 
that pain is often under or over-estimated by nursing staff who as a consequence 
consistently fail to administer adequate analgesia. Few studies have specifically 
examined the ability of midwives to assess the pain of labouring women. Design. The 
short form McGill Pain Questionnaire (SF-MPQ), routinely used to assess pain in 
obstetric environments, was used to determine pain perception. Thirteen labouring 
women and nine midwives completed the SF-MPQ every 15 minutes beginning at the 
time of admittance to the delivery suite. Peak pain ratings for the preceding 15 
minutes were obtained without reference to prior ratings or each other's scores. 
Further, midwives in the maternity unit of The Queen Elizabeth Hospital (TQEH), 
Adelaide, South Australia completed a survey investigating the cues they use to 
assess pain during labour. Results. On each measure of pain on the SF-MPQ, the 
midwives scores correlated with the mothers' scores across the entire pain range. 
Further analysis showed that mothers' and midwives' pain scores were similar at mild-
moderate pain levels, but midwives significantly underestimated pain intensity at 
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levels that mothers described as severe. The survey responses indicated that midwives 
rely on both verbal and nonverbal cues to assess pain levels. 47  
2.2 Conceptual Frame Work 
A Conceptual framework is a process of ideas, which are framed and utilised 
for the development of a research design. It helps the researcher to know what data 
needs to be collected and gives direction to an entire research process.   
The study is based on the concept that administration of early suckling will 
increase the psychological bonding of the mother. The investigator adopted the 
Wiedenbach’s helping art of clinical nursing theory (1964) as a base for developing 
conceptual frame work. Ernestine Wiedenbach proposes helping the art of clinical 
nursing theory in 1964 for nursing which describes a desired situation and way to 
attain it. It directs action towards the explicit goal. 
This Theory Has Three Factors 
1. Central Purpose 
2. Prescription 
3. Realities 
I) Central Purpose: 
It refers to what the nurse wants to accomplish. It is the overall goal towards 
which a nurse strives. 
II) Prescription: 
It refers to the plan of care for patients. It will specify the nature of action that 
will fulfil the nurse’s central purpose. 
III) Realities: 
It refers to the physical, physiological, emotional and spiritual factors that 
come into play situation involving nursing action.  The five realities identified by 
wiedenbach’s are agent, recipient, goal, means and frame work. 
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The conceptual frame work of the nursing practice according to this theory 
consists of three steps as follows. 
Step I:    Identifying the need for help 
Step II:   Ministering the needed help 
Step III: Validating that the need for help was met  
Step I: Identifying the need for help 
The step involves determining the need for help. The mothers were identified 
based on democratic variables (age, educational status, family income, dietary pattern, 
type of family, no. of Children in the family, age at menarche, and plays of living) 
inclusive and exclusive criteria, non-probability convenient sampling technique was 
used to assign the primi para mothers in experimental and control group. 
Step II:   Ministering the needed help 
Early suckling was given to experimental group. 
Agent            :       Investigator  
Recipient        :       Maternal new-born bonding of mothers 
Goal            :       To assess the maternal new-born bonding 
                       :       To assess the psychological outcome of mothers. 
Means            :        Early suckling was given within 10 minutes 
Frame work   :        Institute of Obstetrics and Gynaecology, Egmore Chennai - 8 
Step III: Validating that the need for help was met  
         It is accomplished by means postpartum bonding questionnaire and Edinburg 
post natal depression scale. It is followed by an analysis of the findings. 
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C H A P T E R – III 
RESEARCH METHODOLOGY 
3.1 Research Approach 
The present study is adopted Quantitative approach.  
3.2 Study Design 
In this study the investigator applied analytical Cross sectional research design. 
3.3 Study setting 
The study was conducted in Labor ward at Institute of Obstetrics and 
Gynecology, Egmore, Chennai-08. The Institute was unveiled on 26th July 1844 for 
public service. It is a 1075 bedded maternity hospital, tertiary care center and referral 
center. The hospital is renowned for its excellence in medical experts, nursing care 
and quality diagnostic service. All facilities are provided for conducting normal, high 
risk and instrumental deliveries. IOG has departments like neonatal intensive care 
unit, family planning services, oncology department, endocrinology, human milk bank 
and genetic department which are rendering comprehensive care for entire Tamilnadu 
and neighbouring state like Andhra Pradesh also. 
3.4 Duration of the study 
The study was conducted for the period of Four weeks from 20. 11.16 to 
18.12.16. 
3.5 Study population 
   The study population consists of primi gravida mothers who admitted in labor 
ward and met inclusion criteria. 
3.5.1 General Population: 
All primi para mothers who delivered normal vaginal delivery at Institute of 
Obstetrics and Gynaecology, Egmore, Chennai - 8 
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3.5.2 The target population  
In this study target population comprises of all primi para mothers who delivered 
normal vaginal delivery at Institute of Obstetrics and Gynecology, Egmore, Chennai - 8 
3.5.3 Accessible population  
Accessible population in this study was all primi para mothers who delivered 
normal vaginal delivery at Institute of Obstetrics and Gynaecology, Egmore, Chennai 8. 
3.6 Sample 
Sample consists of primigravida mothers who were admitted in labor ward and 
delivered the baby Apgar score above 7 with fulfil the inclusive criteria. 
3.7 Sample size 
       The sample size was 60 primigravida mothers.  
3.8 Sampling Criterion 
3.8.1 Inclusion Criteria 
1. The primi mothers who are all willing to participate. 
2. The primi mothers who have been admitted during the study period. 
3. All the age group of primi mothers 
4. All the healthy baby APGAR  above 7 
3.8.2 Exclusion Criteria 
The primi mother who are affected by any systemic disorders  
The primi mothers who were not willing to participate. 
The baby’s APGAR score less than 7 
3.9 Sampling Technique 
    The sampling technique used for this study was non-probability convenient 
sampling technique.  
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3.10 Research Variables 
3.10.1 Independent Variable – Early suckling.  
3.10.2 Dependent variable     – maternal new-born bonding 
                                                  -- Psychological outcome 
3.11 Development and description of the tool             
3.11.1 Development of the tool 
Based on the objectives post-partum bonding questionnaire is prepared to assess 
the maternal new-born bonding and Edinburg post natal depression scale for 
psychological outcome. The tool used for the research study is a post-partum bonding 
questionnaire and Edinburg post natal depression scale.  The tool is formulated based 
on review of literature and discussion with the experts in the field after construction.   
3.11.2 Description of the tool 
The tool used for this study includes two sections. Section I and Section II. 
Section I   
The structured interview schedule consist of  
1. Demographic variables 
It consists of items related to demographic data of the primi para mothers which 
includes (Age, educational status, and type of family, occupational status, income, 
religion, place of living, and dietary pattern). 
2. Obstetrical variables 
It consists of Obstetrical variables such as age at menarche, age at marriage, LMP, 
EDD, gestational age, height, weight and Marriage type. 
Section II. 
1. Postpartum bonding questionnaire 
2. Edinburg post natal depression scale 
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3.11.3 Scoring key 
 Postpartum bonding questionnaire 
Postpartum Bonding Questionnaire (PBQ), a 25 -item self-report measure 
developed to assess impairment in the mother-infant relationship during the perinatal 
period (Brockington et al., 2001). The measure is comprised of four distinct factors. 
The first factor, Impaired Bonding, includes responses on 12 items and is a general 
factor that represents overall impairment in the mother-baby relationship. The second 
factor, Rejection/Pathological Anger, includes responses on seven items and reflects 
high maternal anger toward the infant. The third factor, Maternal Anxiety, includes 
responses on four items and reflects high maternal anxiety and anxious attachment. 
The fourth factor, Risk of Abuse, includes responses on two items and represents risk 
for physical abuse. The cut-off score for factor 1 is 12, for factor 2 is 17 for factor 3 is 
10 and for factor 4 is 4. The lowest possible score on all scales is 0, whereas the 
highest possible score is 125 for the total PBQ, 60 for the impaired bonding subscale, 
35 for the rejection subscale, 20 for the anxiety subscale and 10 for the abuse 
subscale. Higher scores indicate that the parent has negative affection towards the 
baby and feels a greater psychological burden with regard to parenting. 
Edinburg Post Natal Depression Scale 
The EPDS consists of 10 questions. The test can usually be completed in less 
than 5 minutes. Responses are scored 0, 1, 2, or 3 according to increased severity of 
the symptom. Items marked with an asterisk (*) are reverse scored (i.e., 3, 2, 1, and 0). 
The total score is determined by adding together the scores for each of the 10 items. 
Cut-off scores ranged from 9 to 13 points. Therefore, to err on safety’s side, a woman 
scoring 9 or more points or indicating any suicidal ideation – that is she scores 1 or 
higher on question #10 – should be referred immediately for follow-up. Even if a 
woman scores less than 9, if the clinician feels the client is suffering from depression, 
an appropriate referral should be made.  
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3.12 Content validity 
Validity of the tool was assessed using content validity. Content validity was 
determined by experts from Nursing and Medical. Post-partum bonding questionnaire 
was used for assessing the effectiveness of maternal and new born bonding and 
Edinburg post natal depression scale for assessing the psychological outcome. The 
tool was developed by the Investigator based on review of literature. They suggested 
certain modification. They agreed this tool evaluate the maternal newborn bongif and 
psychological outcome. The modifications and suggestions of the experts were 
incorporated in the final preparation of tool. The tool had 100 % agreement. 
3.12 Protection of human subjects 
By submitting the study proposal, permission was obtained from the Institutional 
ethics committee thus, the investigator followed the ethical guidelines which were 
issued by the institutional ethics committee. Written consent was obtained from all 
participants. Throughout the period of the study the respect of patient and the family 
members was maintained  
3.13 Reliability 
Reliability is the degree of consistency or dependability with which an 
instrument measures the attribute it is designed to measure. In this study the reliability 
of questionnaire statement is established by test, re-test method.  There is a significant 
correlation between test and re-test. According to Karl Pearson’s correlation co-
efficient method, the reliability of the tool is found. Reliability for knowledge 
questionnaire ‘r’=0.9. 
3.15 Pilot Study 
After getting permission, the pilot study was conducted to check the clarity of items, 
reliability, feasibility and practicability of the research design. After obtaining formal 
permission from the Hospital authorities, the pilot study was conducted in labour room, 
Institute of Obstetrics and Gynecology, Egmore, Chennai-08, for a period of 1 week. The 
concerned labour room incharge staff and medical officer were also informed. The 
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sample size was ten and they were selected by using non- probability convenient 
sampling technique. 
The pilot study was found to be feasible and hence the same procedure was 
decided to be followed to the main study. There was no modification made in the tool 
after pilot study. The samples selected for the pilot study were not included for the 
main study. 
3.16 Data collection procedure 
The formal procedure, researchers develop to guide the collection of data in a 
standardized fashion is called data collection procedure. The data collection period 
was 4 weeks from 20.11.16 to 18.12.16. The researcher got permission from Principal 
and Ethical committee and HOD of Obstetrics and Gynecological Nursing, College of 
Nursing, Madras Medical College, Chennai-03. Before the data collection a formal 
permission was obtained from the Director, Institute of Obstetrics and Gynecology, 
Egmore, Chennai-08 for main study. All respondents were carefully informed about 
the purpose of the study and their part during the study and how the privacy was 
guarded. Ensured confidentiality of the study results. The freedom was given to the 
client leave to study at her will without assigning any reasons. No routine care was 
altered or withheld. 
Primigravida mothers who were admitted in labour room, based on the inclusion 
criteria were selected by non-probability convenient sampling technique. The purpose 
of the study was explained to the primigravida mother and her relatives. The 60 
primigravida mothers were assigned for the study. The investigator first introduced 
herself and obtained consent for the study from the mothers. After proper explanation, 
the data related to demographic variables and obstetrical variables were collected from 
the interview method. After delivery of the baby within 10-15 minutes early suckling 
were initiated. The maternal and new born bonding was assessed by post-partum 
bonding questionnaire and psychological outcome was assessed by Edinburg post 
natal depression scale. 
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3.17 Intervention protocol 
Place Labour ward at IOG 
Therapy  Early suckling  
Duration Within 10-15minutes 
Administrator Investigator 
Recipient Primigravida mother who delivered at labour 
room and Apgar score above 7. 
3.18 Data entry and analysis  
After the data collected 4 – 5 data were entered in the coding sheet SPSS 
package was used.at the end of data collection, the collected data was arranged and 
tabulated to represent the findings of the study. Demographic variables in 
categorical/dichotomous were given in frequencies with their percentages. 
 Obstetrical variables in categorical/dichotomous were given in frequencies with 
their percentages. 
 EPDS score and PBQ score was given in mean and standard deviation. 
 Correlation between EPDS score and PBQ score was analysed using karl 
pearson correlation coefficient method. 
 Association between PBQ  score   with demographic variables are analysed 
using Oneway ANOVA F-test and independent t-test 
 Association between EPDS   score   with demographic variables are analysed 
using Oneway ANOVA F-test and independent t-test 
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CHAPTER IV 
ANALYSIS AND INTERPRETATION 
This chapter deals with the analysis and interpretation of data collected. 
Statistics is a field of study concerned with techniques or methods of collection of 
data, classification, summarizing, interpretation, drawing inferences, testing of 
hypothesis, making recommendations etc. The data was collected from 60 primi para 
mothers delivered by vaginal at IOG, Egmore. Data collection was done by using 
demographic variables, post-partum bonding questionnaire and Edinburg post natal 
depression scale. The analyses were done manually by using descriptive and 
inferential statistics. 
STATEMENT OF THE PROBLEM 
“A study to assess the Effectiveness of early suckling in increasing the maternal 
new born bonding, and psychological outcome of the primi mothers delivered at 
Institute of Obstetrics and gynaecology, Egmore, Chennai. 
OBJECTIVES 
The objectives of the study are to   
 To assess the maternal new born bonding after the early suckling among primi 
para mothers delivered by normal vaginal delivery. 
 To assess the psychological outcome after the early suckling among primi para 
mothers delivered by normal vaginal delivery. 
 To find out the association between the maternal new born bonding and 
psychological outcome with their selected demographic and clinical variables 
of primi para mothers delivered by normal vaginal delivery. 
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ORGANISATION OF THE DATA 
SECTION A: 
 Description of demographic variables of primi gravida mothers. 
 Description of obstetrical variables of primi gravida mothers. 
SECTION B:  
 Assessment of maternal new born bonding after the early suckling among primi                        
para mothers delivered by normal vaginal delivery. 
 Assessment of psychological outcome after the early suckling among primi 
para mothers delivered by normal vaginal delivery. 
SECTION C:  
 Association between the maternal new born bonding and psychological 
outcome with their selected demographic and clinical variables of primi para 
mothers delivered by normal vaginal delivery. 
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TABLE 4. 1: DISTRIBUTION OF DEMOGRAPHIC VARIABLES OF STUDY 
PARTICIPANTS 
Distribution of demographic variables of study participants (Age, educational status, 
type of family, occupational status,  income, religion , place of living , height, weight 
and dietary pattern.   
Demographic variables No. of primi mothers(n=60) % 
Age 
17 -20 years 15 25.0% 
21 -25 years 26 43.3% 
26 -30 years 15 25.0% 
31 -35 years 4 6.7% 
Educational status 
Illiterate 16 26.7% 
Primary education 26 43.3% 
Secondary education 18 30.0% 
Type of family Nuclear family 26 43.3% Joint family 34 56.7% 
Occupation status Employed 5 8.3% Unemployed 55 91.7% 
Income 
Rs.1000-3000 19 31.7% 
Rs.3001-6000 30 50.0% 
Rs.6001-10000 8 13.3% 
> Rs.10000 3 5.0% 
Religion 
Hindu 46 76.7% 
Christian 10 16.6% 
Muslim 4 6.7% 
Place of living Urban 20 33.3% Rural 40 66.7% 
Height 
≤ 150 cm 22 36.7% 
151-160 cm 25 41.6% 
161-170 cm 13 21.7% 
Weight 
40-50kg 11 18.3% 
51-60kg 24 40.0% 
61-70kg 25 41.7% 
Dietary pattern Vegetarian 6 10.0% Non Vegetarian 54 90.0% 
 
Table 4.1 shows the demographic information of  primi mothers those who are 
participated for the following study on ““A study to assess the Effectiveness of early 
suckling in increasing the maternal new born bonding, and psychological outcome of 
the primi mothers delivered at Institute of Obstetrics and gynecology, Egmore, 
Chennai”.  
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The data from the table 4.1 revealed that Most of the participants were in the  
(43.3%)  Age group of 21 – 25 years. Majority of the participants were in the (45.3%) 
were primary educated, (56.7%) belongs to joint family, (91.7%) comes from house 
wife (unemployed),( 50%) had income between rupees 3000-6000, (76.7%,)belongs to 
Hindu,(63.3%) are lived in rural areas,(66.7%) becomes the height between 151 – 160 
cm,(41.7%) had the weight between 61 – 70 kgs and (90%) were belongs to non-
vegetarian.      
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
             
 
 37 
 
TABLE 4.2: DISTRIBUTION OF OBSTETRICAL VARIABLES OF STUDY 
PARTICIPANTS 
Distribution of obstetrical variables of study participants (Age at menarche, Age at 
marriage, Gestational Age and Marriage type).               
Obstetrical  variables No. of primi mothers(n=60) % 
Age at Menarche 
12 years 3 10.0% 
13 years 14 46.6% 
14 years 8 26.7% 
>15 years 5 16.7% 
Age at Marriage 
< 20 years 6 20.0% 
20 -25 years 19 63.3% 
26 -30 years 3 10.0% 
>30 years 2 6.7% 
Gestational Age 
36 weeks 3 10.0% 
37 weeks 2 6.7% 
38 weeks 6 20.0% 
39 weeks 8 26.6% 
40 weeks 11 36.7% 
Marriage Type 
Consanguinity 7 23.3% 
Non Consanguinity 23 76.7% 
 
Table 4.2 shows the obstetrics variables information of primi mothers those who 
are participated in this study. The data from the table 2 revealed that Most of the 
participants from the study (46.6%) were attained menarche at the Age of 14 years. 
Majority of the participants (63.3%) were got married at the age of 20 – 25 years, 
(36.7%) becomes in the gestational age of 40 weeks and (76) belongs to Non 
consanguinity marriage. 
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 TABLE 4.3: POSTPARTUM BONDING QUESTIONNAIRE 
Sno 
 Items 
Yes No 
n % n % 
1 I feel close to my baby 60 100.0%     
2 I wish the old days when I had no baby would 
come back 2 3.3% 58 96.7% 
3 I feel distant from my baby 59 98.3% 1 1.7% 
4 I love to cuddle my baby 59 98.3% 1 1.7% 
5 I regret having this baby     60 100.0% 
6 The baby doesn't seem to be mine     60 100.0% 
7 My baby winds me up     60 100.0% 
8 I love my baby to bits 60 100.0%     
9 I feel happy when  my baby smiles or laughs     60 100.0% 
10 My baby irritates me     60 100.0% 
11 I enjoy playing with my baby 60 100.0%     
12 My baby cries too much     60 100.0% 
13 I feel trapped as a mother     60 100.0% 
14 I feel angry with my baby     60 100.0% 
15 I resent my baby     60 100.0% 
16 My baby is the most beautiful baby in the world 60 100.0%     
17 I wish my baby would somehow go away     60 100.0% 
18 I have done harmful things to my baby     60 100.0% 
19 My baby makes me feel anxious 60 100.0%     
20 I am afraid of my baby 1 1.7% 59 98.3% 
21 My baby annoys me 1 1.7% 59 98.3% 
22 I feel confident when caring for my baby 60 100.0%     
23 I feel the only solution is for someone else to look 
after my baby     60 100.0% 
24 I feel like hurting my baby     60 100.0% 
25 My baby is easily comforted 60 100.0%     
 
Table 4.3 shows each question wise Postpartum Bonding Questionnaire 
responses among primi mothers. The PBQ (Brockington et al., 2001) is a 25-item 
scale assessing mothers’ attitudes towards their infants. Each item is rated on a 6-point 
Likert scale ranging from 0 (always) to 5 (never). 
 
 
 
Objective 1: To assess the maternal new born bonding after the early suckling 
among primi para mothers delivered by normal vaginal delivery. 
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Table 4.4: Domain wise Postpartum Bonding Questionnaire 
 
Domain 
Que
stio
ns 
Items 
Yes No 
n % N % 
Impaired 
Bonding 
(12 
items) 
1 I feel close to my baby 60 100.00%     
2 I wish the old days when I had no baby 
would come back 2 
3.30
% 58 96.70% 
6 The baby doesn't seem to be mine     60 100.00% 
7 My baby winds me up     60 100.00% 
8 I love my baby to bit 60 100.00%     
9 I feel happy when  my baby smiles or laughs 60 
100.0
0%   
10 My baby irritates me     60 100.00% 
12 My baby cries too much     60 100.00% 
13 I feel trapped as a mother     60 100.00% 
15 I resent my baby     60 100.00% 
16 My baby is the most beautiful baby in the world 60 
100.0
0%     
17 I wish my baby would somehow go 
away     60 100.00% 
Rejectio
n/Pathol
ogical 
Anger 
(7 items) 
3 I feel distant from my baby     60 100.0% 
4 I love to cuddle my baby 59 98.3% 1 1.7% 
5 I regret having this baby     60 100.0% 
11 I enjoy playing with my baby 60 100.0%     
14 I feel angry with my baby     60 100.0% 
21 My baby annoys me     60 100.0% 
23 I feel the only solution is for someone 
else to look after my baby 2 3.3% 58 96.7% 
Maternal 
Anxiety 
(4 items) 
19 My baby makes me feel anxious 60 100.0%     
20 I am afraid of my baby     60 100.0% 
22 I feel confident when caring for my baby 57 95.0% 3 5.0% 
25 My baby is easily comforted 60 100.0%     
Risk of 
Abuse 
(2 items) 
18 I have done harmful things to my baby     60 100.00% 
24 I feel like hurting my baby 
  
60 100.00% 
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Postpartum Bonding Questionnaire (PBQ), a 25 -item self-report measure 
developed to assess impairment in the mother-infant relationship during the perinatal 
period (Brockington et al., 2001). The measure is comprised of four distinct factors. 
The first factor, Impaired Bonding, includes responses on 12 items and is a general 
factor that represents overall impairment in the mother-baby relationship (e.g., “I feel 
close to my baby”). The second factor, Rejection/Pathological Anger, includes 
responses on seven items and reflects high maternal anger toward the infant (e.g., “I 
regret having my baby”). The third factor, Maternal Anxiety, includes responses on 
four items and reflects high maternal anxiety and anxious attachment (e.g., “I feel 
confident when caring for my baby”). The fourth factor, Risk of Abuse, includes 
responses on two items and represents risk for physical abuse (“I have done harmful 
things to my baby” and “I feel like hurting my baby”). The cut-off score for factor 1 is 
12, for factor 2 is 17 for factor 3 is 10 and for factor 4 is 4. The lowest possible score 
on all scales is 0, whereas the highest possible score is 125 for the total PBQ, 60 for 
the impaired bonding subscale, 35 for the rejection subscale, 20 for the anxiety 
subscale and 10 for the abuse subscale. Higher scores indicate that the parent has 
negative affection towards the baby and feels a greater psychological burden with 
regard to parenting. 
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TABLE 4.5: DOMAIN WISE MEAN POSTPARTUM BONDING 
QUESTIONNAIRE 
 
Domains 
               PBQ score 
No. of items Mean score SD 
Impaired Bonding 12 4.03 0.18 
Rejection/Pathological Anger  7 2.02 0.22 
Maternal Anxiety 4 2.95 0.21 
Risk of Abuse 2 0.00 0.0 
Overall 25 9.00 0.32 
            
         The mean scores for the 4 subscales of the 25-item version were as follows: 
impaired bonding, 4.03 (SD = 0.18); Rejection/Pathological Anger, 2.02 (SD = 0.22); 
Maternal Anxiety, 2.95 (SD = 0.21); and risk of abuse, 0.00 (SD = 0.0). Overall score 
is 9.00(SD=0.32). 
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 Objective 2: To assess the psychological outcome after the early suckling 
among primi para mothers delivered by normal vaginal delivery. 
 
Table 4. 6: EDINBURGH POSTNATAL DEPRESSION SCALE (EPDS) 
 
S. 
No Items 
.00 1.00 2.00 3.00 
n % n % N % n % 
1 I have been able to laugh and 
see the funny side of things 56 93.3% 4 6.7%         
2 I have looked forward with 
enjoyment to things     60 100.0%         
3 I have blamed myself 
unnecessarily when things 
went wrong 
    59 98.3% 1 1.7%     
4 I have been anxious or 
worried for no good reason 60 100.0%             
5 I have felt scared or panicky 
for no very good reason 1 1.7% 51 85.0% 8 13.3%     
6 Things have been getting on 
top of me     59 98.3% 1 1.7%     
7 I have been so unhappy that 
I have had difficulty sleeping 57 95.0% 2 3.3% 1 1.7%     
8 I have felt sad or miserable     60 100.0%         
9 I have been so unhappy that 
I have been crying     58 96.7% 2 3.3%     
10 The thought of harming 
myself has occurred to me     57 95.0% 2 3.3% 1 1.7% 
 
Maximum score=30 
Possible depression. ≥10 
The Edinburgh Postnatal Depression Scale (EPDS) was employed (Cox, Holden, 
& Sagovsky, 1987) to assess participants’ postnatal depression levels. The EPDS is a 
ten item questionnaire rated on a four-point scale (0 to 3), and the maximum total 
score is 30.Higher scores indicate greater severity of depressive symptoms. Responses 
are scored 0, 1, 2 and 3 based on the seriousness of the symptom. Items 3, 5 to 10 are 
reverse scored (i.e., 3, 2, 1, and 0). The total score is found by adding together the 
scores for each of the 10 items. Mothers scoring above 10 are likely to be suffering 
from depression and should seek medical attention. 
 43 
 
Table 4.7: EDINBURGH POSTNATAL DEPRESSION SCALE (EPDS) 
 
 S. 
No Items 
Maximum 
score 
Mean SD 
% of 
mean 
score 
1 I have been able to laugh and see the funny side of things 3 .07 .25 2.3% 
2 I have looked forward with 
enjoyment to things 3 1.00 .00 33.3% 
3 I have blamed myself unnecessarily 
when things went wrong 3 1.02 .13 34.0% 
4 I have been anxious or worried for 
no good reason 3 .00 .00 0.0% 
5 I have felt scared or panicky for no 
very good reason 3 1.12 .37 37.3% 
6 Things have been getting on top of 
me 
3 1.02 .13 34.0% 
7 I have been so unhappy that I have had difficulty sleeping 3 .07 .31 2.3% 
8 I have felt sad or miserable 3 1.00 .00 33.3% 
9 I have been so unhappy that I have been crying 3 1.03 .18 34.3% 
10 The thought of harming myself has 
occurred to me 3 1.07 .31 35.7% 
 OVERALL 30 7.38 0.61 24.6% 
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Table 4.8:  LEVEL OF DEPRESSION SCALE SCORE 
EPDS score No. of primi para mothers % 
7 
 
39 
 
65.0% 
8 
 
17 
28.3% 
9 
 
4 
6.7% 
 
TOTAL 
 
60 
 
100% 
 
Table 4.8 shows the  psychological outcome after the early suckling among 
primi para mothers delivered by normal vaginal delivery 66.7% of the mothers are 
having 7 of edinburgh postnatal depression scale score , 28.3% of them are having 
8 of edinburgh postnatal depression scale score , 5% of them are having  9 of 
edinburgh postnatal depression scale score 
SCORE INTERPRETATION  
Minimum score = 0   Maximum score =3   
Maximum score=30 
No Depression <10 
Possible depression. ≥10 
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Table 4.9: CORRELATION BETWEEN MATERNAL NEW BORN BONDING 
AND PSYCHOLOGICAL OUTCOME 
Correlation 
between 
Mean ± SD 
Karl pearson 
correlation 
coefficient 
Interpretation 
Postpartum 
Bonding 
Questionnaire  
score  
Vs  
Edinburgh 
Postnatal 
Depression 
 Scale score 
 
 
 
9.00 ± 0.32 
 
 
7.38 ± 0.61 
 
 
 
 
 
r= 0.41 P=0.01 
There is a positive, 
moderate 
correlation between 
maternal new born 
bonding  and 
psychological 
outcome 
 
The correlation coefficient between the 25-item PBQ total score and the EPDS 
was 0.41 (p < .01) Relationship between Postpartum Bonding and Depression findings 
revealed moderate correlations between PBQ scores and EPDS scores. These findings 
are comparable with those of previous studies (r = .43, Reck et al., 2006; r = .41, van 
Bussel et al. 2010). Furthermore, a recent Japanese study also reported correlations 
between maternal bonding and depression at 1 month (r = .46, Kokubu, Okano, & 
Sugiyama, 2012) and at 4 months postpartum (r = .39, Yoshida et al., 2012.  
Interpretation for r-value 
Pearson correlation coefficient is denoted by “r” 
“r” always lies between -1  to  +1  
0.0 – 0.2    poor correlation 
0.2 - 0.4    fair correlation 
0.4 - 0.6    moderate correlation 
0.6 – 0.8    substantial correlation 
0.8 - 1.0     strong correlation 
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Postpartum Bonding Questinnaire  score
10.510.09.59.08.58.07.5
9.0
8.5
8.0
7.5
7.0
6.5
6.0
5.5
 
Fig 4.17: Scatterplot with regression estimate shows the moderate, positive 
correlation between PBQ score and EPDS score  
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Objective 3: To find out the association between the maternal new born bonding and 
psychological outcome with their selected demographic and clinical variables of 
primi para mothers delivered by normal vaginal delivery. 
TABLE 4.10: ASSOCIATION BETWEEN MATERNAL NEW BORN 
BONDING SCORE AND PRIMI PARA MOTHERS DEMOGRAPHIC 
VARIABLES 
Demographic variables n Mean SD 
Oneway 
ANOVA F-test / 
t-test 
Age 
17 -20 years   15 9.10 .38 
F=3.24 
P=0.04*S 
21 -25 years   26 8.96 .34 
26 -30 years   15 8.79 .26 
31 -35 years   4 8.71 .20 
Educational status 
Illiterate   16 9.14 .20 
F=4.71 P=0.02* 
S 
Primary education   26 8.94 .42 
Secondary 
education   18 8.89 .18 
Type of family Nuclear family   26 9.08 .39 t=2.05 P=0.05* S Joint family   34 8.89 .24 
Occupation status Employed   5 9.00 .71 t=0.00 P=1.00  Unemployed   55 9.00 .27 
Income 
Rs.1000-3000   19 8.95 .23 
F=1.28P=0.28  Rs.3001-6000   30 9.00 .37 Rs.6001-10000   8 9.00 .00 
> Rs.10000   3 9.33 .58 
Religion 
Hindu   46 9.00 .30 
F=1.76 P=0.16  Christian   10 9.10 .32 
Muslim   4 8.75 .50 
Place of living Urban   20 8.95 .39 t=0.85 P=0.39  Rural   40 9.03 .28 
Height 
Below 150 cm   22 8.91 .43 
F=1.72 P=0.18  151-160 cm   25 9.08 .28 
161-170 cm   13 9.00 .00 
Weight 
40-50kg   11 9.00 .45 
F=1.64 P=0.20  51-60kg   24 8.92 .28 
61-70kg   25 9.08 .28 
Dietary pattern Vegetarian   6 9.00 .89 t=0.00 P=1.00  Non Vegetarian   54 9.00 .19 
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Table 4.10 association between the maternal new born bonding and Primi para 
mother’s demographic variables. Elder, more educated and joint family mothers are 
having less PBQ score than others. Statistical significance was calculated using 
Oneway ANOVA F-test and independent t-test. 
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TABLE 4.11: ASSOCIATION BETWEEN MATERNAL NEW BORN 
BONDING AND STUDY PARTICIPANTS OBSTETRICAL VARIABLES 
Obstetrical  variables 
No. of primi 
mothers(n=60) 
Mean SD 
Oneway ANOVA F-
test / t-test 
Age at 
Menarche 
12 years 3 9.00 .53 
F=1.18 P=0.33  
13 years 14 8.96 .21 
14 years 8 9.10 .30 
>15 years 5 8.88 .35 
Age at 
Marriage 
< 20 years 6 9.20 .28 
F=2.92 P=0.05*S 
20 -25 years 19 8.75 .39 
26 -30 years 3 8.72 .15 
>30 years 2 8.71 .14 
Gestational 
Age 
36 weeks 3 9.05 .20 
F=0.48 P=0.75 
37 weeks 2 8.88 .35 
38 weeks 6 9.08 .49 
39 weeks 8 8.94 .10 
40 weeks 11 9.00 .34 
Marriage 
Type 
Consanguinity 7 9.08 .28 
t=0.33 P=0.80  Non 
Consanguinity 
23 8.98 .33 
 
Table 4.11 association between the maternal newborn bonding, psychological 
outcome and Primi para mothers Obstetrical variables. Early married mothers are 
having more PBQ score than others. Statistical significance was calculated using One 
way ANOVA F-test and independent t-test. Age at menarche has the highly 
significant F=2.92 P=0.05*S. 
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TABLE 4.12: ASSOCIATION BETWEEN MATERNAL PSYCHOLOGICAL 
OUTCOME AND STUDY PARTICIPANT DEMOGRAPHIC VARIABLES 
Demographic variables n Mean SD One way ANOVA F-test / t-test 
Age 
17 -20 years   15 7.90 .63 
F=3.50 P=0.04* S 
21 -25 years   26 7.50 .71 
26 -30 years   15 S7.40 .41 
31 -35 years   4 7.35 .35 
Educational 
status 
Illiterate   16 7.59 .61 
F=3.30 P=0.04* S Primary education   26 7.39 .58 
Secondary 
education   18 7.15 .45 
Type of family 
Nuclear family   26 7.58 .65 
t=2.24 P=0.03* S 
Joint family   34 7.22 .59 
Occupation 
status 
Employed   5 7.20 .45 
t=0.69 P=0.49  
Unemployed   55 7.40 .63 
Income 
Rs.1000-3000   19 7.47 .61 
F=0.41P=0.74  
Rs.3001-6000   30 7.30 .65 
Rs.6001-10000   8 7.50 .53 
> Rs.10000   3 7.33 .58 
Religion 
Hindu   46 7.37 .61 
F=0.08 P=0.91  Christian   10 7.40 .70 
Muslim   4 7.50 .58 
Place of living 
Urban   20 7.40 .60 
t=0.02 P=0.88 NS 
Rural   40 7.38 .63 
Height 
Below 150 cm   22 7.45 .67 
F=0.55P=0.57  151-160 cm   25 7.40 .65 
161-170 cm   13 7.23 .44 
Weight 
40-50kg   11 7.45 .52 
F=0.16  P=0.84  51-60kg   24 7.33 .56 
61-70kg   25 7.40 .71 
Dietary pattern 
Vegetarian   6 7.33 .82 
t=0.20 P=0.83  
Non Vegetarian   54 7.39 .60 
Table 4.12 association between the maternal new born bonding and Primi para 
mother’s demographic variables. Elder, more educated and joint family mothers are 
having less EPDS score than others. Statistical significance was calculated using One 
way ANOVA F-test and independent t-test .Age, educational status, type of family 
F=3.50 P=0.04* S=3, F.30 P=0.04* S, t =2.24 P=0.03* S 
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TABLE 4.13: ASSOCIATION BETWEEN MATERNAL PSYCHOLOGICAL 
OUTCOME AND STUDY PARTICIPANTS OBSTETRICAL VARIABLES 
Obstetrical  variables 
No. of primi 
mothers(n=60) Mean SD 
Oneway ANOVA 
F-test / t-test 
Age at 
Menarche 
12 years 3 7.04 .30 
F=2.62 P=0.06 
13 years 14 7.26 .62 
14 years 8 7.57 .68 
>15 years 5 7.63 .52 
Age at 
Marriage 
< 20 years 6 8.01 .53 
F=3.44 P=0.05* S 
20 -25 years 19 7.37 .62 
26 -30 years 3 7.50 .84 
>30 years 2 7.02 .50 
Gestational 
Age 
36 weeks 3 7.57 .79 
F=0.34 P=0.81  
37 weeks 2 7.25 .46 
38 weeks 6 7.46 .78 
39 weeks 8 7.29 .61 
40 weeks 11 7.39 .50 
Marriage 
Type 
Consanguinity 7 7.38 .51 
t=0.08 P=0.99 Non 
Consanguinity 
23 7.38 .64 
 
Table 4.13 association between the maternal psychological outcome and Primi 
para mothers Obstetrical variables. Early married mothers are having more EPDS 
score than others. Statistical significance was calculated using Oneway ANOVA F-
test and independent t-test. Age at menarche has the highly significant. 
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CHAPTER V 
SUMMARY OF THE STUDY FINDINGS 
                The prime aim of the study to assess the Effectiveness of early 
suckling in increasing the maternal new born bonding, and psychological 
outcome of the primi mothers delivered at Institute of Obstetrics and 
gynaecology, Egmore, Chennai”. 
5.1 Based on demographic findings 
 In this study participants (43.3%)  were in the Age group of 21 – 25 years. 
 In educational status, (45.3%) of the participants were in the primary educated,  
 In residence,( 45.3%) were lived in the town. 
  (56.7%) were belongs to joint family, 
 (91.7%) were comes from house wife (unemployed), 
 According to income, Majority of the participants were in the( 50%)  income 
between rupees 3000-6000, 
  (76.7 %,) were belongs to Hindu, 
 The  area of living, (63.3%) were lived in rural areas, 
 Regarding height, Majority of the participants (66.7%) becomes the height 
between 151 – 160 cm, 
 Regarding weight  (41.7%) had the weight between 61 – 70 kgs , 
  (90%) were belongs to non-vegetarian. 
5.2 Based on the Obstetric findings 
 In this study (46.6%) were attained menarche at the Age of 14 years.  
 (63.3%) were got married at the age of 20 – 25 years,  
 (36.7%) becomes in the gestational age of 40 weeks and 
 (76%) belongs to Non consanguinity marriage. 
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5.3 Findings based on Postpartum Bonding Questionnaire responses among 
primi mothers 
It shows each question wise Postpartum Bonding Questionnaire responses 
among primi mothers. The PBQ (Brockington et al., 2001) is a 25-item scale assessing 
mothers’ attitudes towards their infants. Each item is rated on a 6-point Likert scale 
ranging from 0 (always) to 5 (never). 
5.4 Findings based on Domain wise Postpartum Bonding Questionnaire 
  Postpartum Bonding Questionnaire (PBQ), a 25 -item self-report measure 
developed to assess impairment in the mother-infant relationship during the perinatal 
period (Brockington et al., 2001). The measure is comprised of four distinct factors. 
The first factor, Impaired Bonding, includes responses on 12 items and is a general 
factor that represents overall impairment in the mother-baby relationship (e.g., “I feel 
close to my baby”). The second factor, Rejection/Pathological Anger, includes 
responses on seven items and reflects high maternal anger toward the infant (e.g., “I 
regret having my baby”). The third factor, Maternal Anxiety, includes responses on 
four items and reflects high maternal anxiety and anxious attachment (e.g., “I feel 
confident when caring for my baby”). The fourth factor, Risk of Abuse, includes 
responses on two items and represents risk for physical abuse (“I have done harmful 
things to my baby” and “I feel like hurting my baby”). The cut-off score for factor 1 is 
12, for factor 2 is 17 for factor 3 is 10 and for factor 4 is 4. The lowest possible score 
on all scales is 0, whereas the highest possible score is 125 for the total PBQ, 60 for 
the impaired bonding subscale, 35 for the rejection subscale, 20 for the anxiety 
subscale and 10 for the abuse subscale. Higher scores indicate that the parent has 
negative affection towards the baby and feels a greater psychological burden with 
regard to parenting 
5.5 Findings based on Domain wise Mean Postpartum Bonding Questionnaire 
  The mean scores for the 4 subscales of the 25-item version were as follows: 
impaired bonding, 4.03 (SD = 0.18); Rejection/Pathological Anger, 2.02 (SD = 0.22); 
Maternal Anxiety, 2.95 (SD = 0.21); and risk of abuse, 0.00 (SD = 0.0). Overall score 
is 9.00(SD=0.32). 
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Findings Of Edinburgh Postnatal Depression Scale (EPDS) 
Maximum score=30 
Possible depression. ≥10 
The Edinburgh Postnatal Depression Scale (EPDS) was employed (Cox, Holden, 
& Sagovsky, 1987) to assess participants’ postnatal depression levels. The EPDS is a 
ten item questionnaire rated on a four-point scale (0 to 3), and the maximum total 
score is 30.Higher scores indicate greater severity of depressive symptoms. Responses 
are scored 0, 1, 2 and 3 based on the seriousness of the symptom. Items 3, 5 to 10 are 
reverse scored (i.e., 3, 2, 1, and 0). The total score is found by adding together the 
scores for each of the 10 items. Mothers scoring above 10 are likely to be suffering 
from depression and should seek medical attention. 
5.6 Findings based on Edinburgh Postnatal Depression Scale (EPDS) 
It shows the  psychological outcome after the early suckling among primi para 
mothers delivered by normal vaginal delivery 66.7% of the mothers are having 7 of 
Edinburgh postnatal depression scale score , 28.3% of them are having 8 of 
Edinburgh postnatal depression scale score , 5% of them are having  9 of 
Edinburgh postnatal depression scale score 
SCORE INTERPRETATION  
Minimum score = 0   Maximum score =3   
Maximum score=30 
No Depression <10 
Possible depression. ≥10 
5.7 Findings based on Correlation Between Maternal New Born Bonding  And    
  Psychological Outcome 
The correlation coefficient between the 25-item PBQ total score and the EPDS 
was 0.41 (p < .01) Relationship between Postpartum Bonding and Depression findings 
revealed moderate correlations between PBQ scores and EPDS scores. These findings 
are comparable with those of previous studies (r = .43, Reck et al., 2006; r = .41, van 
Bussel et al. 2010). Furthermore, a recent Japanese study also reported correlations 
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between maternal bonding and depression at 1 month (r = .46, Kokubu, Okano, & 
Sugiyama, 2012) and at 4 months postpartum (r = .39, Yoshida et al., 2012.  
Interpretation for r-value 
Pearson correlation coefficient is denoted by “r” 
“r” always lies between -1  to  +1  
0.0 – 0.2    poor correlation 
0.2 - 0.4    fair correlation 
0.4 - 0.6    moderate correlation 
0.6 – 0.8    substantial correlation 
0.8 - 1.0     strong correlation 
5.8 Findings based on Association between maternal new born bonding score and 
Primi para mothers demographic variables 
Association between the maternal new born bonding and Primi para mothers 
demographic variables. Elder, more educated and joint family mothers are having less 
PBQ score than others. Statistical significance was calculated using Oneway ANOVA 
F-test and independent t-test. 
5.9 Findings based on Association between maternal new born bonding and 
Primi para mothers Obstetrical variables 
Association between the maternal newborn bonding, psychological outcome and 
Primi para mothers Obstetrical variables. Early married mothers are having more PBQ 
score than others. Statistical significance was calculated using One way ANOVA F-
test and independent t-test. Age at menarche has the highly significant F=2.92 
P=0.05*S. 
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5.10 Findings based on Association between maternal psychological outcome and 
Primi para mothers demographic variables 
Association between the maternal new born bonding and Primi para mothers 
demographic variables. Elder, more educated and joint family mothers are having less 
EPDS score than others. Statistical significance was calculated using One way 
ANOVA F-test and independent t-test .Age, educational status, type of family F=3.50 
P=0.04* S=3, F.30 P=0.04* S, t =2.24 P=0.03* S  
5.11 Findings based on Association between maternal psychological outcome and 
Primi para mothers Obstetrical variables 
Association between the maternal psychological outcome and Primi para 
mothers Obstetrical variables. Early married mothers are having more EPDS score 
than others. Statistical significance was calculated using Oneway ANOVA F-test and 
independent t-test. Age at menarche has the highly significant. 
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CHAPTER - VI 
   DISCUSSION 
STATEMENT OF THE PROBLEM: 
This chapter deals with the discussion of the results of the data analyzed based 
on the objectives of the study and the hypothesis. The purpose of “A study to assess 
the Effectiveness of early suckling in increasing the maternal new born bonding, and 
psychological outcome of the primi mothers delivered at Institute of Obstetrics and 
gynaecology, Egmore, Chennai.” 
DISCUSSION 
In this study, the investigator planned to implement the early suckling will 
increase the maternal newborn bonding and psychological outcome.  However, it has 
been proved, the investigator conducted  study to assess the effectiveness of early 
suckling in increasing the maternal new born bonding , and pain perception of the 
primi mothers. 
Findings based on the objectives 
The discussion was presented in the following headings. Findings based on the 
objectives  
Objective 1:  
1.To assess the maternal new born bonding after the early suckling among primi 
para mothers delivered by normal vaginal delivery. 
This study was carried among 60 primi para mothers who were delivered at 
Institute of Obstetrics and Gynecology, Egmore, Chennai - 8. Experimental and 
Control Group having 30 primi para mothers in each group. Early suckling was given 
in the Experimental group within 10 - 15 minutes after delivery. The psychological 
bonding was assessed by postpartum bonding questionnaire and psychological 
outcome was assessed by Edinburg postnatal depression scale. 
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The mean scores for the 4 subscales of the 25-item version were as follows: 
impaired bonding, 4.03 (SD = 0.18); Rejection/Pathological Anger, 2.02 (SD = 0.22); 
Maternal Anxiety, 2.95 (SD = 0.21); and risk of abuse, 0.00 (SD = 0.0). Overall score 
is 9.00(SD=0.32). 
The result consistent nearly with the findings of the study by Himani, Kaur, 
and Kumar (2011) who reported that breastfeeding be initiated within one hour of 
delivery, as long as maternal and newborn health allows, in order to promote optimal 
maternal-newborn bonding.  
The difference between level of maternal new born bonding and early suckling is 
statistically significant so the research hypothesis 1 was accepted. 
Objective 2: To assess the psychological outcome after the early suckling among 
primi para mothers delivered by normal vaginal delivery. 
In this study shows that the  psychological outcome after the early suckling 
among primi para mothers delivered by normal vaginal delivery were 66.7% of the 
mothers are having 7 of Edinburgh postnatal depression scale score , 28.3% of 
them are having 8 of Edinburgh postnatal depression scale score , 5% of them are 
having  9 of Edinburgh postnatal depression scale score. 
The result consistent nearly with the findings of the study by Suetsugu Y, Honjo 
S, Ikeda M, Kamibeppu K.who reported that conducted a study to assess the 
effectiveness of The Japanese version of the Postpartum Bonding Questionnaire. We 
administered the PBQ to a cross-section of 244 mothers 4 weeks after delivery and 
again 2 weeks later to 199 mothers as a retest to examine reliability. Correlations with 
the Mother-to-Infant Bonding Scale (MIBS), the Maternal Attachment Inventory 
(MAI), Edinburgh Postnatal Depression Scale (EPDS), and sociodemographic 
variables were calculated for validation. Results: The 14-item version of the PBQ 
extracted by exploratory analysis consisted of four factors: ‘impaired bonding’, 
‘rejection and anger’, ‘anxiety about care’, and ‘lack of affection’. We found 
significant correlations of the total scores of the PBQ and the 14-item version of the 
PBQ positively with the MIBS and negatively with the MAI. Moderate significant 
correlations with total scores were also found with the EPDS. Total scores for 
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primiparous and depressed mothers were higher than those for multiparous mothers 
and mothers without depression. The results of this study demonstrated the reliability 
and validity of the PBQ and the 14-item version of the PBQ in Japanese mothers 4 
weeks after delivery. 
Table 10: Association between maternal new born bonding score and Primi para 
mothers demographic variables. Elder, more educated and joint family mothers are 
having more than others. There was significant association between the selected 
demographic variables and after early suckling. Hence the hypothesis H2 was 
accepted. 
Objective 3: To find out the association between the maternal new born bonding 
and psychological outcome with their selected demographic and clinical variables 
of primi para mothers delivered by normal vaginal delivery. 
Table 11 was shows that the Association between maternal new born bonding 
and Primi para mothers Obstetrical variables Primi para mothers Obstetrical variables. 
Early married mothers are having more PBQ score than others. Age at menarche has 
the highly significant F=2.92 P=0.05*S. Table10 that there was  significant 
association between the selected Obstetrical variables and after early suckling. Hence 
the research hypothesis H3 was accepted. 
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CHAPTER VII 
                   IMPLICATIONS, CONCLUSION AND RECOMMENDATIONS          
The present study assessed the effectiveness of early suckling immediately after 
delivery to primi para mothers. The study results revealed that the early suckling 
increased the maternal new-born bonding and psychological outcome among primi 
para mothers delivered at Institute of obstetrics, Egmore. 
This chapter deals with limitations, implications 
7.1 IMPLICATIONS OF THE STUDY 
The findings of the study have the following implications in the areas of nursing 
service, nursing education, nursing administration and nursing research.   
NURSING PRACTICE 
The findings of the study clearly enlighten that the early suckling had 
significantly increased the level of maternal new-born bonding and psychological 
outcome of the participants may help them to lead a healthy living. This shows that 
the heath care provider plays a vital role in providing early suckling for the mothers 
who are delivered in all set up. 
NURSING EDUCATION 
The nurse educator can motivate the students and given a project to experiment 
the effect level of maternal bonding. 
The nurse educator can motivate the students to do mini- project, on 
psychological bonding. 
The nurse educator should conduct continuing nursing education in the form of 
workshop, seminars and conference about the other complimentary therapies as part of 
nursing intervention. 
The nursing curriculum must provide adequate clinical exposure to students of 
antenatal outpatient and inpatient department for identification of high risk mother 
like as a part of nursing intervention. 
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NURSING ADMNISTRATION 
With technological advances and the ever growing challenges of health care 
emphasis, the nurse administrators must have a responsibility to provide nurses with 
substantive continuing nursing education opportunities. This will enable the nurses to 
update their knowledge, acquires special skills and demonstrate high quality care. 
Nurse administrator should initiate in organize the continuing nursing education 
programme on “Early initiation of breast feeding and its importance” and its 
effectiveness on maternal new-born bonding and psychological outcome for the health 
care personnel in the hospital and community settings. Nursing administrators should 
take adequate steps in formulating protocol and policies in providing client education 
and plans for manpower, money and material methods and time to conduct successful 
and useful patient educational programmes. 
NURSING RESEARCH 
This is a need for extensive and intensive research in this area. It opens a big 
avenue for research on early suckling, increasing the level of maternal new-born 
bonding and psychological outcome so as to generate more scientific database on 
which new strategies could be developed. The study can be base line for the future 
research to build upon. The research also brings about the fact that more studies need 
to be done at different settings which is culturally acceptable with better teaching 
strategies of education. 
7.2  Recommendations For Future Studies 
 The same study could be conducted on a large sample to generalize the results.  
 The study could be replicated in different settings with similar facilities.  
 The comparative study could be conducted in urban and rural adolescent girls. 
 Same study will be conducted in any age groups 
7.2 Limitations 
 The study was limited to primi gravida women in labour. 
 The sample size was small. 
 The duration of the study was 4 weeks. 
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Fig 4.3 Age wise distribution of study participants 
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MONTHLY INCOME 
Fig. 4.7. Monthly income wise distribution of study participants 
Hindu 
76.7% 
Christian 
16.6% 
Muslim 
6.7% 
RELIGION 
Fig. 4.8 Religion wise distribution of study participants 
Urban 
33% 
Rural 
67% 
PLACE OF LIVING  
Fig. 4.9. Place of living wise distribution of study participants 
0%
10%
20%
30%
40%
50%
60%
≤ ϭ5Ϭ cm 151-160 cm 161-170 cm
36.70% 
41.60% 
21.70% 
%
  
o
f 
 m
o
th
e
rs
  
MOTHER HEIGHT 
Fig. 4.8. Height wise distribution of study participants 
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Fig. 4.11. Weight wise distribution of study participants 
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AGE AT MENARCHE 
Fig. 4.13. Age at menarche wise distribution of study participants 
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AGE AT MARRIAGE 
Fig. 4.14. Age at marriage wise distribution of study participants 
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GESTATIONAL AGE 
Fig. 4.15. Gestational age wise distribution of study participants 
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TYPE OF MARRIAGE 
Fig. 4.16. Types of marriage wise distribution of study participants 
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MEAN POSTPARTUM BONDING QUESTIONNAIRE SCORE 
Fig. 4.17. Mean score of post-partum bonding questionnaire 
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EDINBURGH POSTNATAL DEPRESSION SCALE SCORE 
Fig. 4.18. Edingburgh postnatal depression scale score 
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Association between maternal psychological outcome score and 
Demographic variables 
Fig. 4.21. Association between maternal psychlogical outcome score and  
demography variables 
Fig. 4.20. Association between maternal newborn bonding  
score and demography variables 
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 This is to certify that the tool constructed by Ms.P.Shanthi Grace, M.Sc., (Nursing) II 
year, College of Nursing, Madras Medical College which is to be used in her study titled, ““A 
study to assess the Effectiveness of early suckling in increasing the maternal new born 
bonding, and psychological outcome of the primi mothers delivered at Institute of Obstetrics 
and gynaecology, Egmore, Chennai.” has been validated by the undersigned.  The suggestion 
and modifications given by me will be incorporated by the investigator in concern with their 
respective guide.  Then she can proceed to do the research. 
 
 
 
 
 
CERTIFICATE OF CONTENT VALIDITY 
 
 This is to certify that the tool constructed by Ms.P.Shanthi Grace, M.Sc., (Nursing) II 
year, College of Nursing, Madras Medical College which is to be used in her study titled, ““A 
study to assess the Effectiveness of early suckling in increasing the maternal new born 
bonding, and psychological outcome of the primi mothers delivered at Institute of Obstetrics 
and gynaecology, Egmore, Chennai.” has been validated by the undersigned.  The suggestion 
and modifications given by me will be incorporated by the investigator in concern with their 
respective guide.  Then she can proceed to do the research. 
  
 DESCRIPTION OF THE TOOL 
      It has two section A and B. In section A contains Part I and II. 
Section A : Part I – Demographic variables of primi gravida mothers   
Section A :   Part  I :      
DEMOGRAPHIC DATA 
1.Age 
            a)17 – 20 yrs 
      b)21 – 25 yrs 
 c)26 – 30 yrs 
 d)31 – 35 yrs 
2.Educational status 
a) Illiterate 
b) Primary education 
c) Secondary education 
d) Graduate and above 
3.Work pattern 
a) Sedentary 
b) Moderate 
c) Heavy 
4.Type of  Family 
a) Nuclear family 
b) Joint family 
5.Income 
a) Rs. 1000-3000 
b) Rs.3001-6000 
c) Rs.6001-10000 
d) Rs.10000 and above 
 
 
 6.Religion 
a) Hindu 
b) Christian 
c) Muslim 
d) Others 
7.Area of  living 
a) Urban 
b) Rural 
8.Height of the mother 
a) Below 150 cm 
b) 151-160 cm 
c) 161-170 cm 
d) Above 170cm 
9.Weight of the mother 
a) 40-50kg 
b) 51-60kg 
c) 61-70kg 
d) 70kg and above 
PART II: Obstetrical data 
1. Age at Menarche – 
2. Age at Marriage--- 
3. Last menstrual period--- 
4. Expected date of delivery— 
5. Gestational age  
6. Type of marriage— 
SECTION B :  
1)post-partum bonding assessment questionnaire. 
2)Edinburg post natal depression scale 
 
 
 
 ୾஀ஐ ୿஁஄ ்௳஁஄ஂ் 
஁ஶதி – « 
୭୿்୾ ஁ஶதி வஃது, கஆ்௳, ஂ୾ஂ், ௴டட்ு ୭௠஁்பிடஂ், வவலஆ, 
ஶடுஂ்஁ வலக, ஶடுஂ்஁୾டதி஀் ஂஏ୾ வ௠ஂஏ஀ஂ் ஁அ்றிஃ ௳வ஄ங்கலஇ 
ககஏ୽்டுஇ்இது. 
஁ஶதி – « 
୾஀ஐ ୿஁஄ ்௳஁஄ஂ் 
ஶறி஁்௖ 
1. வஃது – வ௠டங்கஇஐஆ்  
1. 17 -20 ୬୽்டுகஇ்                                               
2. 21 – 25 ୬୽்டுகஇ் 
3. 26 -30 ୬୽்டுகஇ் 
4. 31 -35 ୬୽்டுகஇ் 
2. ୾அ்வ஁ஏ୾ஃ கஆ்௳ ୾ஶதி 
1. 10 ஂ் வஶ஁்௖ 
2. 12 ஂ் வஶ஁்௖ 
3.  Àð¼¾¡¡¢ 
3. ஶடுஂ்஁ «¨ÁôÒ Å¨¸ 
1. ୾஀ஐக் ஶடுஂ்஁ஂ் 
2. ஷடட்ு ஶடுஂ்஁ஂ் 
4. §Å¨Ä முலஅ 
1. Ì¨ÃÅ¡É §Å¨Ä 
2. Á¢¾Á¡É §Å¨Ä  
3. «¾¢¸Á¡É §Å¨Ä 
 
 
 
 5. ஶடுஂ்஁தி஀் ஂஏ୾ வ௠ஂஏ஀ஂ்஄ (௡஁ஏயிஆ்) 
1. ௡. ≤ 5000/- 
2. ௡. 5001 – 10,000/- 
3. ௡. 10,001 – 15,000/- 
4. ௡. ≥ 15,000/- 
6. Á¾õ  
1. þóÐ 
2. ¸¢È¢òÐÅõ   
3. ÓŠÄ¢õ 
4. ÁüÈ¨Å 
7. Å¡Øõ þ¼õ 
1. ¸¢Ã¡Áõ 
2. ¿¸Ãõ 
8. ¯ÂÃõ 
1. 150 cm Ì¨ÃÅ¡¸ 
2. 151 - 160 ¦º.Á¢ 
3. 161 - 170 ¦º.Á¢ 
4. 170 §Áø 
9. ±¨¼  
1. 40 – 50 ¸¢.¸¢ 
2. 51 – 60 ¸¢.¸¢ 
3. 61 – 70 ¸¢.¸¢ 
10. ¯ ½× ÀÆì¸õ 
1. லைவஂ் 
2. ୫லைவஂ் 
 
 
 
 
 
 ÀÌ¾¢ ¬ 
 
Á¸ô§ÀüÚì¸¡É ¾¸Åø 
1. ௗ஁்க஁ஃ்திஃ வஃது 
2. ¾¢ÕÁ½ò¾¢ý §À¡Ð ÅÂÐ 
3. ¸¨¼º¢Â¡¸ Á¡¾Å¢¼¡ö Åó¾ §¾¾¢ 
4. §ÀÕ¸¡Äò¾¢ü¸¡¸ ÌÈ¢ì¸ôÀð¼ §¾¾¢ 
5. ¸üÀ¸¡Ä ÅÂÐ 
6. ¾¢ÕÁ½ Å¨¸ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Postpartum bonding questionnaire 
Postpartum Bonding Questionnaire (PBQ), a 25 -item self-report measure 
developed to assess impairment in the mother-infant relationship during the 
perinatal period (Brockington et al., 2001). The measure is comprised of four 
distinct factors. The first factor, Impaired Bonding, includes responses on 12 items 
and is a general factor that represents overall impairment in the mother-baby 
relationship. The second factor, Rejection/Pathological Anger, includes responses 
on seven items and reflects high maternal anger toward the infant. The third factor, 
Maternal Anxiety, includes responses on four items and reflects high maternal 
anxiety and anxious attachment. The fourth factor, Risk of Abuse, includes 
responses on two items and represents risk for physical abuse. The cut-off score for 
factor 1 is 12, for factor 2 is 17 for factor 3 is 10 and for factor 4 is 4. The lowest 
possible score on all scales is 0, whereas the highest possible score is 125 for the 
total PBQ, 60 for the impaired bonding subscale, 35 for the rejection subscale, 20 
for the anxiety subscale and 10 for the abuse subscale. Higher scores indicate that 
the parent has negative affection towards the baby and feels a greater psychological 
burden with regard to parenting. 
 
 
 
 
 
 
 
 
 
 
 Postpartum Bonding Questionnaire 
Name ………………………… Baby’s Age……………………. Date…………………… 
 Please indicate how often the following are true for you. There are no 'right' or 'wrong' 
answers. Choose the answer which seems right in your recent experience: 
 
Always Very 
often 
Quite 
often 
Some- 
times Rarely Never 
I feel close to my baby       
I wish the old days when I had no baby would come back       
I feel distant from my baby       
I love to cuddle my baby       
I regret having this baby       
The baby doesn't seem to be mine       
My baby winds me up       
I love my baby to bits       
I feel happy when my baby smiles or laughs       
My baby irritates me       
I enjoy playing with my baby       
My baby cries too much       
I feel trapped as a mother       
I feel angry with my baby       
I resent my baby       
My baby is the most beautiful baby in the world       
I wish my baby would somehow go away       
I have done harmful things to my baby       
My baby makes me feel anxious       
I am afraid of my baby       
My baby annoys me       
I feel confident when caring for my baby       
I feel the only solution is for someone else to look after 
my baby       
I feel like hurting my baby       
My baby is easily comforted       
  
  
ÌÆó¨¾ §ÀüÈ¢ø ¾¡ö§ºö À¢¨É¨Â «ÄÍõ/§¸ûÅ¢¾¡û 
1. ±ý ÌÆó¨¾Â¢¼õ ¦¿Õì¸Á¡¸ ¯½Õ¸¢§Èý 
2. ÌÆó¨¾Â¢øÄ¡¾ «ó¾ ¿¡ð¸û ¾¢ÕõÀ¢ ÅÃ¡§¾¡/¾¡ ±ýÚ 
¬¨ºÀÎ¸¢§Èý. 
3. ±ý ÌÆó¨¾Â¢¼õ þÕóÐ Å¢Ä¸¢Â¢ÕôÀÐ §À¡ø ¯½Õ¸¢§Èý 
4. ±ý ÌÆó¨¾¨Â ¬Ã¾Ø×ÅÐ ±ÉìÌ À¢Êò¾¢Õì¸¢ÈÐ. 
5. þó¾ ÌÆó¨¾¨Â ¦ÀüÈ¾¡û ÅÕóÐ¸¢§Èý. 
6. þó¾ ÌÆó¨¾ ±ýÛ¨¼ÂÐ «øÄ §À¡ýÈ ¯½÷× §Á§Ä¡íÌ¸¢ÈÐ 
7. ±ý ÌÆó¨¾ ±ý¨É «¾¢¸Á¡¸ ¦¾¡ó¾Ã× ¦ºö¸¢ÈÐ 
8. ±ý ÌÆó¨¾¨Â Á¢¸×õ «¾¢¸Á¡ö §¿º¢ì¸¢§Èý 
9. ±ý Ìúó¨¾ º¢¡¢ìÌõ §À¡Ðõ, «Øõ §À¡Ðõ Á¸¢úîº¢ «¨¼¸¢§Èý 
10. ±ý Ìúó¨¾ ±ý¨É ±¡¢îºø ÀÎòÐ¸¢ÈÐ 
11. ±ý Ìúó¨¾§Â¡Î Å¢¨ÇÂ¡Ê Á¸¢ú¸¢§Èý 
12. ±ý Ìúó¨¾ «¾¢¸Á¡ö «Ø¸¢ÈÐ 
13. ¾¡ö¨Á¨Â ´Õ Í¨ÁÂ¡ö ¯½÷¸¢§Èý 
14. ±ý Ìúó¨¾ Á£Ð §¸¡Àõ ÅÕ¸¢ÈÐ 
15. þó¾ ÌÆó¨¾¨Â ¦ÀüÈ¾¡û ¦ÀÕ¨Á «¨¼¸¢§Èý 
16. ¯Ä¸¢§Ä§Â Á¢¸×õ «Æ¸¡É Ìúó¨¾ ±ý Ìúó¨¾ 
17. ±ý Ìúó¨¾ ±ôÀÊÂ¡ÅÐ ±ý¨É Å¢ðÎ §À¡É¡ø §À¡Ðõ ±ýÚ 
þÕì¸¢ÈÐ 
18. ±ý Ìúó¨¾ìÌ ÀÄ ¾¢íÌ¨Çò¾¢Õì¸¢§Èý 
19. ±ý Ìúó¨¾ ±ý ¸Å¨ÄìÌ ¸¡Ã½Á¡ö þÕì¸¢ÈÐ 
20. ±ý Ìúó¨¾ ±ÉìÌû ÀÂò¨¾ §¾¡üÚÅ¢¸¢ÈÐ 
21. ±ý Ìúó¨¾ ±ý¨É ±¡¢îºø ÀÎÐ¸¢ÈÐ 
22. ±ý Ìúó¨¾¨Â ÀÃ¡Á¡¢ôÀ¾¢ø ±ÉìÌ ¾ýÉõÀ¢ì¨¸ þÕì¸¢ÈÐ 
23. §ÅÚ ´ÕÅ¡¢ý ¯¾Å¢ ¾¡ý ±ý À¢û¨Ç ÅÇ÷À¢ø ±ÉìÌ 
§¾¨ÅÀÎõ/§¾¡ýÚõ ´§Ã ¾£÷× 
24. ±ý Ìúó¨¾¨Â ¸¡ÂÀÎò¾ §ÅñÎõ §À¡Ä §¾¡ýÚ¸¢ÃÐ 
 25. ±Ç¢¾¢ø ±ý ÌÆó¨¾ ºÁ¡¾¡ÉÁ¨¼óÐ Å¢Î¸¢ÈÐ 
EDINBURGH POSTNATAL DEPRESSION SCALE (EPDS) 
The EPDS was developed for screening postpartum women in outpatient, 
home visiting settings,or at the 6 –8 week postpartum examination. It has been 
utilized among numerous populations including U.S. women and Spanish speaking 
women in other countries. The EPDS consists of 10 questions. The test can usually 
be completed in less than 5 minutes. Responses are scored 0, 1, 2, or 3 according to 
increased severity of the symptom. Items marked with an asterisk (*) are reverse 
scored (i.e., 3, 2, 1, and 0). The total score is determined by adding together the 
scores for each of the 10 items. Validation studies have utilized various threshold 
scores in determining which women were positive and in need of referral. Cut-off 
scores ranged from 9 to 13 points. Therefore, to err on safety’s side, a woman 
scoring 9 or more points or indicating any suicidal ideation – that is she scores 1 or 
higher on question #10 – should be referred immediately for follow-up. Even if a 
woman scores less than 9, if the clinician feels the client is suffering from 
depression, an appropriate referral should be made. The EPDS is only a screening 
tool. It does not diagnose depression – that is done by appropriately licensed health 
care personnel. Users may reproduce the scale without permission providing the 
copyright is respected by quoting the names of the authors, title and the source of 
the paper in all reproduced copies. 
Instructions for Users 
1. The mother is asked to underline 1 of 4 possible responses that comes the closest  
to how she has been feeling the previous 7 days. 
2. All 10 items must be completed. 
3. Care should be taken to avoid the possibility of the mother discussing her 
answers with others. 
4. The mother should complete the scale herself, unless she has limited English or 
has difficulty with reading.2 
 
 
  
Name: 
Date: 
Address: 
Baby’s Age: 
As you have recently had a baby, we would like to know how you are feeling. 
Please UNDERLINE the answer 
Which comes closest to how you have felt IN THE PAST 7 DAYS, not just how 
you feel today.Here is an example, already completed. 
I have felt happy: 
Yes, all the time 
Yes, most of the time 
No, not very often 
No, not at all 
This would mean: ―I have felt happy most of the time‖ during the past week. Please 
complete the other questions in 
the same way. 
In the past 7 days: 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
EDINBURGH POSTNATAL DEPRESSION SCALE (EPDS) 
1. I have been able to laugh and see the funny side of things 
a) As much as I always could 
b) Not quite so much now 
c) Definitely not so much now 
d) Not at all 
2. I have looked forward with enjoyment to things 
a) As much as I ever did 
b) Rather less than I used to 
c) Definitely less than I used to 
d) Hardly at all 
3 .I have blamed myself unnecessarily when things went wrong 
a) Yes, most of the time 
b) Yes, some of the time 
c) Not very often 
d) No, never 
4. I have been anxious or worried for no good reason 
a) No, not at all 
b) Hardly ever 
c) Yes, sometimes 
d) Yes, very often 
5. I have felt scared or panicky for no very good reason 
a) Yes, quite a lot 
b) Yes, sometimes 
c) No, not much 
d) No, not at all 
  
6. Things have been getting on top of me 
a) Yes, most of the time I haven’t been able to cope at all 
b) Yes, sometimes I haven’t been coping as well as usual 
c) No, most of the time I have coped quite well 
d) No, have been coping as well as ever 
7. I have been so unhappy that I have had difficulty sleeping 
a) Yes, most of the time 
b) Yes, sometimes 
c) Not very often 
d) No, not at all 
8. I have felt sad or miserable 
a) Yes, most of the time 
b) Yes, quite often 
c) Not very often 
d) No, not at all 
9 I have been so unhappy that I have been crying 
a) Yes, most of the time 
b) Yes, quite often 
c) Only occasionally 
d) No, never 
10. The thought of harming myself has occurred to me 
a) Yes, quite often 
b) Sometimes 
c) Hardly ever 
d) Never 
 
 
 
 
 
 
  
1. þ¾¢ø þÉ¢¨ÁÂ¡É¨¾ ¸ñ¸Ç¡ø ¸¡½×õ Å¡ö Å¢ðÎ º¢¡¢ì¸×õ 
±ýÉ¡ø ÓÊ¸¢ÈÐ 
a) ¦ÀÕõÀ¡Ä¡É §¿Ãí¸Ç¢ø  
b) «Êì¸Ê  
c) ±ô¦À¡¾¡ÅÐ 
d) ´Õ§À¡Ðõ þø¨Ä 
2. ¿¡ý «ÛÀÅ¢òÐ «È¢Â¡¾ ´ý¨È ¸ñ¸Ç¢ý ±¾¢¡¢§Ã ¸ñÎ Á¸¢Æ 
±ýÉ¡ø þÂÖ¸¢ÈÐ  
a) ¦ÀÕõÀ¡Ä¡É §¿Ãí¸Ç¢ø  
b) «Êì¸Ê  
c) ±ô¦À¡¾¡ÅÐ 
d) ´Õ§À¡Ðõ þø¨Ä 
3. ¾Å ¸û ¿¢¸ õ §À¡Ð ±ý¨É ¿¡§É Ì¨ÈÀðÎ ¦¸¡ûÙÅ¨¾ 
Ó¨ÈÂüÈ ´ýÈ¡¸ ¸ÕÐ¸¢§Èý 
a) ¦ÀÕõÀ¡Ä¡É §¿Ãí¸Ç¢ø  
b) «Êì¸Ê  
c) ±ô¦À¡¾¡ÅÐ 
d) ´Õ§À¡Ðõ þø¨Ä 
4. §¾¨ÅÂüÈ ¸¡Ã½ò¾¡ø ¾Å¢ô§À¡ - ¾ÎÁ¡üÈ§Á¡ ±üÀ¼§Å 
¦ºö¸¢ÈÐ 
a) ¦ÀÕõÀ¡Ä¡É §¿Ãí¸Ç¢ø  
b) «Êì¸Ê  
c) ±ô¦À¡¾¡ÅÐ 
d) ´Õ§À¡Ðõ þø¨Ä 
5. §¾¨ÅÂüÈ ÀÂ×½÷× «øÄÐ ¾¢Îì¸¢¼î ¦ºöÔõ «îºõ ±ý¨É 
À¡¾¢ì¸¢ÈÐ  
a) ¦ÀÕõÀ¡Ä¡É §¿Ãí¸Ç¢ø  
b) «Êì¸Ê  
c) ±ô¦À¡¾¡ÅÐ 
 d) ´Õ§À¡Ðõ þø¨Ä 
6. ¯ûÇò¾¢ý À¡Ãõ ±ý¨É «ØòÐÅ¨¾ ¯½Ã§Å ¦ºö¸¢ý§Èý 
a)   ¦ÀÕõÀ¡Ä¡É §¿Ãí¸Ç¢ø  
b) «Êì¸Ê  
c) ±ô¦À¡¾¡ÅÐ 
d) ´Õ§À¡Ðõ þø¨Ä  
7. ¯üº¡¸õ þÆóÐõ ¯Èì¸õ À¢Êì¸¡ÁÖõ Å¡ú¸¢§Èý 
a) ¦ÀÕõÀ¡Ä¡É §¿Ãí¸Ç¢ø  
b) «Êì¸Ê  
c) ±ô¦À¡¾¡ÅÐ 
d) ´Õ§À¡Ðõ þø¨Ä 
8. Å¡ðÎõ ¸Å¨ÄìÌõ ÅÕóÐõ ¸Äì¸ò¾¢üìÌõ ¯ûÇ¡¸¢ ¯û§Çý 
a) ¦ÀÕõÀ¡Ä¡É §¿Ãí¸Ç¢ø  
b) «Êì¸Ê  
c) ±ô¦À¡¾¡ÅÐ 
d) ´Õ§À¡Ðõ þø¨Ä 
9. ¸¾È¢ «Øõ «ÇÅ¢üÌ ±ý¨É ¸Îõ ÐÂ÷ À¡¾¢ò¾¢Õì¸¢ýÈÐ 
a) ¦ÀÕõÀ¡Ä¡É §¿Ãí¸Ç¢ø  
b) «Êì¸Ê  
c) ±ô¦À¡¾¡ÅÐ 
d) ´Õ§À¡Ðõ þø¨Ä 
10. Å¡ú¨Å§Â ÓÊòÐì¦¸¡ûÙõ ¬úÐÂÕìÌ ¿¡ý 
¬Æ¡¸¢×û§Çý 
a) ¦ÀÕõÀ¡Ä¡É §¿Ãí¸Ç¢ø  
b) «Êì¸Ê  
c) ±ô¦À¡¾¡ÅÐ 
d) ´Õ§À¡Ðõ þø¨Ä 
 
 
ÍÂ ´ôÒ¾ø ÀÊÅõ 
¬ö× ¾¨ÄôÒ   : 
Àí§¸üÀ¡Ç÷ ¦ÀÂ÷  : 
¬ÔÅ¡Ç÷ ¦ÀÂ÷   : 
¬ö× ¿¨¼¦ÀÚõ þ¼õ : 
...............................±ýÀÅÃ¡¸¢Â ¿¡ý þó¾ ¬öÅ¢ý Å¢ÅÃí¸Ùõ «¾ý 
§¿¡ì¸í¸Ùõ ÓØ¨ÁÂ¡¸ «È¢óÐ ¦¸¡ñ§¼ý. ±ÉÐ ºó§¾¸í¸û 
«¨Éò¾¢üÌõ ¾Ìó¾ Å¢ûì¸õ «Ç¢ì¸ôÀð¼Ð. þó¾ ¬öÅ¢ø ÓØ 
Í¾ó¾¢ÃòÐ¼ý ÁüÚõ ÍÂ¿¢¨É×¼ý ÀíÌ ¦¸¡ûÇ ºõÁ¾¢ì¸¢§Èý. 
1. ¿¡ý þó¾ ´ôÒ¾ø ¾¸Åø ¾¡û ÀÊòÐ Ò¡¢óÐ ¦¸¡ñ§¼ý 
2. þîÍÂ ´ôÒ¾ø  ÀÊÅ¾¨¾ ÀüÈ¢ ±ÉìÌ Å¢Çì¸ôÀð¼Ð. 
3. ±ÉìÌ Å¢Çì¸ôÀð¼ Å¢‰Âí¸¨Ç ¿¡ý Ò¡¢óÐ ¦¸¡ñ¤¼ý. ¿¡ý ±ÉÐ 
ºõÁ¾ò¾¨¾ ¦¾¡¢Å¢ì¸¢§Èý. 
4. þò¾ ¬öÅ¢¨É ÀüÈ¢Â «¨ÉÐ ¾¸Åø¸Ùõ ±ÉìÌ 
¦¾¡¢Å¢ì¸ôÀð¼Ð.  
5. þó¾ ¬öÅ¢ø ±ÉÐ ¯¡¢¨Á ÁüÚõ Àí¸¢¨É ÀüÈ¢ «È¢óÐ ¦¸¡ñ§¼ý. 
6. þó¾ ¬öÅ¢ø ²üÀÎõ À¡¾¢ôÒ¸û ÀüÈ¢ ±ÉìÌ Å¢Çì¸õ 
«Ç¢¸¸ôÀð¼Ð. 
7. ¿¡ý ¬öÅ¡ÇÕìÌ ÓØ ´òÐ¨ÆôÒ «Ç¢ô§Àý, §ÁÖõ ±ÉìÌ 
Àì¸Å¢¨Ç× ²¾¡ÅÐ ²üÀð¼¡ø ¬öÅ¡ÇÕìÌ ¯¼ÉÊÂ¡¸ 
¦¾¡¢Å¢ô§Àý. 
þó¾ ¬öÅ¢ø À¢È¡¢ý ¿¢÷Àó¾Á¢ýÈ¢ ±ý ¦º¡ó¾ Å¢ÕôÀ¾¢¾¢ý §À¡¢ø 
¾¡ý ÀíÌ ¦ÀÚ¸¢§Èý ÁüÚõ ¿¡ý þó¾ ¬Ã¡öîº¢Â¢Ä¢ÕóÐ ±ó¾ §¿ÃÓõ 
À¢ý Å¡í¸Ä¡õ ±ýÀ¾Ôõ «¾É¡ø ±ó¾ À¡¾¢ôÒõ ²üÀ¼¡Ð ±ýÀ¨¾Ôõ ¿¡ý 
Ò¡¢óÐ ¦¸¡ñ§¼ý. 
þó¾ ¬öÅ¢ø ¸ÄóÐ ¦¸¡ûÅ¾ý ÓÄõ ±ýÉ¢¼õ ¦ÀÈôÀÎõ ¾¸Å¨Ä 
¬öÅ¡Ç÷ þýŠÊðäºÉø ±ò¾¢ìŠ ¸Á¢ðÊÂ¢É¡¢¼¤Á¡, «ÃÍ 
¿¢ÚÅÉò¾¢¼§Á¡ §¾¨ÅôÀð¼¡ø À¸¢÷óÐ ¦¸¡ûÇÄ¡õ ±É ºõÁ¾¢ì¸¢§Èý. 
þó¾ ¬öÅ¢ý ÓÊ×¼¨Ç ¦ÅÇ¢ÔÎõ §À¡Ð ±ÉÐ ¦ÀÂ§Ã¡, 
«¼Â¡Ç§Á¡ ¦ÅÇ¢Â¢¼ôÀ¼¡Ð ±É «È¢óÐ ¦¸¡ñ§¼ý. þó¾ ¬öÅ¢üì¸¡¸ 
þÃò¾ô À¡¢§º¡¾¨É ¦ºöÐì ¦¸¡ûÇ ºõÁ¾¢ì¸¢§Èý  
þó¾ ¬Â¢Å¢ Àí§¸üÌõ ¦À¡ØÐ ²§¾Ûõ ºó§¾¸õ ²üÀð¼¡ø, ¯¼§É 
¬öÅ¡Ç¨Ã ¦¾¡¼÷Ò ¦¸¡ûÇ §ÅñÎõ ±É «¡¢óÐ ¦¸¡ñ§¼ý.  
þîÍÂ ´ôÒ¾ø ÀÊÅò¾¢ø ¨¸¦ÂØò¾¢ÎÅ¾ý ãÄõ þ¾¢ÖûÇ 
«¨ÉòÐ Å¢„Âí¸éõ ±ÉìÌ ¦¾Ç¢Å¡¸ Å¢Çì¸ôÀð¼Ð ±ýÚ 
¦¾¡¢Å¢ì¸¢§Èý ±ýÚ Ò¡¢óÐ ¦¸¡ñ§¼ý. þîÍÂ ´ôÒ¾ø ÀÊÅò¾¢ý ´Õ 
¿¸ø ±ÉìÌ ¦¸¡Îì¸ôÀÎõ ±ýÚ ¦¾¡¢óÐ ¦¸¡ñ§¼ý. 
 
 
Àí§¸üÀ¡Ç÷ ¨¸¦Â¡ôÀõ      §¾¾¢ :  
 
 
¬öÅ¡Ç÷ ¨¸¦Â¡ôÀõ       §¾¾¢ : 
 
¬öÅ¢É¡ø ²üÀÎõ ¿ý¨Á¸û: 
þó¾ ¬öÅ¢ø ¸ÄóÐ ¦¸¡ûÅ¾ý ÓÄõ ¿£í¸û §¿¡Â¢ý ¾ý¨ÁÂ¢ø 
Óý§ÉüÈõ ¦ÀÈÄ¡õ. §ÁÖõ ÅÕí¸¡Äò¾¢ø À¢È §¿¡Â¡Ç¢¸Ùõ ÀÂý¦ÀÈ 
þó¾ ¬ö× ¯¾Å¢Â¡¸ «¨ÁÔõ. 
ÁÕòÐÅ º¢¸¢î¨ºÂ¢ý ¾¸Åø¸û ÌÈ¢ò¾ Å¢ÅÃí¸û: 
¯í¸û ÁÕòÐÅ º¢¸¢î¨º ÌÈ¢ò¾ ¾¸Åø¸û Ã¸º¢ÂÁ¡¸ 
À¡Ð¸¡ì¸ôÀÎõ (¦ÀÂ÷, ÁÕÐÅ À¡¢§º¡¾¨É ÓÊ×, ÁÕòÐÅ ¬ö× ÓÊ×) 
þó¾ ¾¸Åø ¾¡Ç¢ø ¨¸¦ÂÖ¾¢ÎÅ¾¢ý ãÄõ ¯í¸¨Ç ÀüÈ¢ ÌÈ¢ôÒ¸§Ç¡, 
±ÎòÐ ¦¸¡ñ¼ º¢¸¢î¨º Ó¨È¨Â ÀüÈ¢§Â¡ ¬öÅ¡Ç¤Ã¡ þýŠÊäºý 
±ò¾¢ì¸ø ¸Á¢ðÊ¨Â º¡÷ó¾Å÷¸§Ç¡ §¾¨ÅôÀð¼¡ø «È¢óÐ ¦¸¡ûÇÄ¡õ 
±ýÚ ºõÁ¾¢ì¸¢È£÷¸û. ÓÊ×¸¨Ç «øÄÐ ¸ÕòÐì¸¨Ç ¦ÅÇ¢Â¢Îõ 
§À¡§¾¡ «øÄÐ ¬öÅ¢ý «¨¼Â¡í¸¨Ç§Â¡ ¦ÅÇ¢Â¢¼Á¡ð§¼¡õ 
±ýÀ¨¾Ôõ ¦¾¡¢Å¢òÐ ¦¸¡û¸¢§È¡õ. 
þó¾ ¬öÅ¢ø Àí§¸ü¸¡Å¢ð¼¡Öõ ¿£í¸û ÅÆì¸Á¡É º¢¸¢î¨º¨Â 
¦¾¡¼÷óÐ ¦ÀÈÄ¡õ. 
þó¾ ¬ö Å¢ø Àí§¸üÀÐ ¾í¸Ù¨¼Â Å¢ÕôÀò¾¢ý §À¡¢ø ¾¡ý 
þÕì¸¢ÈÐ §ÁÖõ ¿£í¸û ±ó¾ §¿ÃÓõ þó¾ ¬öÅ¢Ä¢ÕóÐ À¢ý Å¡í¸Ä¡õ 
±ýÀ¨¾Ôõ ¦¾¡¢Å¢òÐì ¦¸¡û¸¢§È¡õ.  
þó¾ º¢ÈôÒ º¢¸¢î¨ºÂ¢ý ÓÊ×¸¨Ç ¬öÅ¢ý §À¡§¾¡ «øÄÐ 
¬öÅ¢ý ÓÊÅ¢ý §À¡§¾¡ ¾í¸ÙìÌ «È¢Å¢ô§À¡õ ±ýÀ¾Ôõ ¦¾¡¢Å¢òÐì 
¦¸¡û¸¢§È¡õ. 
 
¬öÅ¡Ç÷ ¨¸¦Â¡ôÀõ      Àí§¸üÀ¡Ç÷ ¨¸¦Â¡ôÀõ 
.¬ö× ¾¸Åø ¾¡û 
¬ö× ¾¨ÄôÒ   : 
¬öÅ¡Ç÷ ¦ÀÂ÷   : 
Àí§¸üÀ¡Ç÷ ¦ÀÂ÷  : 
¬ö× ¿¨¼¦ÀÚõ þ¼õ : 
þó¾ ¬ö× þÃ¡ƒ£ù ¸¡ó¾¢ «ÃÍ ¦À¡Ð ÁÕÐÅÁ¨ÉÂ¢ø ¿¨¼¦ÀÈ 
¯ûÇÐ ¿£í¸Ùõ þó¾ ¬öÅ¢ø Àí§¸ü¸ ¿¡í¸û Å¢ÕõÒ¸¢§È¡õ. þ¾¢ÖûÇ 
¾¸ÅÄ¢ý «ÊôÀ¨¼Â¢ø þó¾ ¬öÅ¢ø Àí§¸üÀ¾¡ «øÄÐ §Åñ¼¡Á¡ 
±ýÚ ¿£í¸û ÓÊ× ¦ºöÐ ¦¸¡ûÇÄ¡õ. ¯í¸ÇÐ ºó§¾¸í¸¨Ç ±í¸Ç¢¼õ 
§¸ðÎ ¿¢Å÷ò¾¢ ¦ºöÐ ¦¸¡ûÇÄ¡õ. 
þó¾ ¬öÅ¢ý §¿¡ì¸õ: 
þó¾ ¬öÅ¢üÌ þýŠÊäºÉø ±ò¾¢ìŠ ¸Á¢Ê ºõÁ¾õ ¦ÀüÈ¢Õì¸¢¤È¡õ. 
¬Â¢Å¢ý ¦ºÂøÓ¨È: 
¬ö× ¾¸Åø ¾¡û 
¬ö× ¾¨ÄôÒ   : 
¬öÅ¡Ç÷ ¦ÀÂ÷   : 
Àí§¸üÀ¡Ç÷ ¦ÀÂ÷  : 
¬ö× ¿¨¼¦ÀÚõ þ¼õ : 
þó¾ ¬ö× Á¸§ÀÚ ÁÕÐÅÁ¨É ±Öõâ¡¢ø ¿¨¼¦ÀÈ ¯ûÇÐ 
¿£í¸Ùõ þó¾ ¬öÅ¢ø Àí§¸ü¸ ¿¡í¸û Å¢ÕõÒ¸¢§È¡õ. þ¾¢ÖûÇ 
¾¸ÅÄ¢ý «ÊôÀ¨¼Â¢ø þó¾ ¬öÅ¢ø Àí§¸üÀ¾¡ «øÄÐ §Åñ¼¡Á¡ 
±ýÚ ¿£í¸û ÓÊ× ¦ºöÐ ¦¸¡ûÇÄ¡õ. ¯í¸ÇÐ ºó§¾¸í¸¨Ç ±í¸Ç¢¼õ 
§¸ðÎ ¿¢Å÷ò¾¢ ¦ºöÐ ¦¸¡ûÇÄ¡õ. 
þó¾ ¬öÅ¢ý §¿¡ì¸õ: 
þó¾ ¬öÅ¢üÌ þýŠÊäºÉø ±ò¾¢ìŠ ¸Á¢Ê ºõÁ¾õ ¦ÀüÈ¢Õì¸¢¤È¡õ. 
¬Â¢Å¢ý ¦ºÂøÓ¨È: 
 
ÌÆó¨¾ §ÀüÈ¢ø ¾¡ö§ºö À¢¨É¨Â «ÄÍõ/§¸ûÅ¢¾¡û 
 
1. ±ý ÌÆó¨¾Â¢¼õ ¦¿Õì¸Á¡¸ ¯½Õ¸¢§Èý 
2. ÌÆó¨¾Â¢øÄ¡¾ «ó¾ ¿¡ð¸û ¾¢ÕõÀ¢ ÅÃ¡§¾¡/¾¡ ±ýÚ 
¬¨ºÀÎ¸¢§Èý. 
3. ±ý ÌÆó¨¾Â¢¼õ þÕóÐ Å¢Ä¸¢Â¢ÕôÀÐ §À¡ø ¯½Õ¸¢§Èý 
4. ±ý ÌÆó¨¾¨Â ¬Ã¾Ø×ÅÐ ±ÉìÌ À¢Êò¾¢Õì¸¢ÈÐ. 
5. þó¾ ÌÆó¨¾¨Â ¦ÀüÈ¾¡û ÅÕóÐ¸¢§Èý. 
6. þó¾ ÌÆó¨¾ ±ýÛ¨¼ÂÐ «øÄ §À¡ýÈ ¯½÷× §Á§Ä¡íÌ¸¢ÈÐ 
7. ±ý ÌÆó¨¾ ±ý¨É «¾¢¸Á¡¸ ¦¾¡ó¾Ã× ¦ºö¸¢ÈÐ 
8. ±ý ÌÆó¨¾¨Â Á¢¸×õ «¾¢¸Á¡ö §¿º¢ì¸¢§Èý 
9. ±ý Ìúó¨¾ º¢¡¢ìÌõ §À¡Ðõ, «Øõ §À¡Ðõ Á¸¢úîº¢ «¨¼¸¢§Èý 
10. ±ý Ìúó¨¾ ±ý¨É ±¡¢îºø ÀÎòÐ¸¢ÈÐ 
11. ±ý Ìúó¨¾§Â¡Î Å¢¨ÇÂ¡Ê Á¸¢ú¸¢§Èý 
12. ±ý Ìúó¨¾ «¾¢¸Á¡ö «Ø¸¢ÈÐ 
13. ¾¡ö¨Á¨Â ´Õ Í¨ÁÂ¡ö ¯½÷¸¢§Èý 
14. ±ý Ìúó¨¾ Á£Ð §¸¡Àõ ÅÕ¸¢ÈÐ 
15. þó¾ ÌÆó¨¾¨Â ¦ÀüÈ¾¡û ¦ÀÕ¨Á «¨¼¸¢§Èý 
16. ¯Ä¸¢§Ä§Â Á¢¸×õ «Æ¸¡É Ìúó¨¾ ±ý Ìúó¨¾ 
17. ±ý Ìúó¨¾ ±ôÀÊÂ¡ÅÐ ±ý¨É Å¢ðÎ §À¡É¡ø §À¡Ðõ ±ýÚ 
þÕì¸¢ÈÐ 
18. ±ý Ìúó¨¾ìÌ ÀÄ ¾¢íÌ¨Çò¾¢Õì¸¢§Èý 
19. ±ý Ìúó¨¾ ±ý ¸Å¨ÄìÌ ¸¡Ã½Á¡ö þÕì¸¢ÈÐ 
20. ±ý Ìúó¨¾ ±ÉìÌû ÀÂò¨¾ §¾¡üÚÅ¢¸¢ÈÐ 
21. ±ý Ìúó¨¾ ±ý¨É ±¡¢îºø ÀÎÐ¸¢ÈÐ 
22. ±ý Ìúó¨¾¨Â ÀÃ¡Á¡¢ôÀ¾¢ø ±ÉìÌ ¾ýÉõÀ¢ì¨¸ þÕì¸¢ÈÐ 
23. §ÅÚ ´ÕÅ¡¢ý ¯¾Å¢ ¾¡ý ±ý À¢û¨Ç ÅÇ÷À¢ø ±ÉìÌ 
§¾¨ÅÀÎõ/§¾¡ýÚõ ´§Ã ¾£÷× 
24. ±ý Ìúó¨¾¨Â ¸¡ÂÀÎò¾ §ÅñÎõ §À¡Ä §¾¡ýÚ¸¢ÃÐ 
25. ±Ç¢¾¢ø ±ý ÌÆó¨¾ ºÁ¡¾¡ÉÁ¨¼óÐ Å¢Î¸¢ÈÐ 
INFORMED CONSENT FORM 
Title of the study:  “A study to assess the Effectiveness of early suckling in increasing 
the maternal new born bonding, and psychological outcome of the primi mothers  
delivered at Institute of Obstetrics and gynaecology , Egmore, Chennai – 8. 
Name of the Participant: 
I -----------------have read the information in this form (or it has been read to me). I 
was free to ask questions and they have been answered. As I hereby give my 
consent to include me as the participant in this study. 
1. I have read and understood the consent form and the information provided to 
me. 
2. I have had the consent document explained to me. 
3. I have been explained about the nature of the study 
4. I have been explained about my rights and responsibilities by the investigator 
5. I am aware of the fact that I can opt out of the study at any time without 
having to give any reason and this will not affect my further treatment in the 
hospital. 
6. I hereby give permission to the investigator to release the information 
obtained on my study to other team personnel, sponsors, Institution Ethics 
Committee and any person or agency required by law like Health Controller 
General of  India, IEC. I understand that they are publicly presented. 
7. I understand my identity will be kept confidential when the study is publicly 
presented. 
8. I have had my questions answered to my satisfaction 
9. I have decided to participate in the study. 
I am aware that if  I have any questions during this study, I should contact the 
investigator. By signing this consent form I attest that the information given in this 
document about the research on me has been clearly explained to me and 
understood by me. I will be given a copy of this consent document. 
 
Name and Signature /thumb impression of the participant  
Name------------------  Signature --------------------------- Date -------------- 
Name and Signature of the investigator or  representative obtaining consent: 
Name-------------------- Signature--------------------------- Date------------------- 
 
" 
INFORMATION TO PARTICIPANTS 
Investigator               : P. Shanthi Grace
 
Name of Participant: 
Tittle: A study to assess the Effectiveness of early suckling in increasing the 
maternal new born bonding, and psychological outcome of the primi mothers 
delivered at Institute of Obstetrics and Gynaecology, Egmore, Chennai – 8. 
This study is conducted in Institute of Obstetrics and Gynecology, 
Egmore, Chennai-8. You are invited to take part in this study. The 
information in this document is meant to help you decide whether or not to 
take part. Please feel free to ask if you have queries or concerns. 
What is the Purpose of the Research (explain briefly) 
This Research is conducted to assess the effectiveness of early suckling in 
increasing the maternal new born bonding, and psychological outcome of the 
primi mothers 
We have obtained permission from the Institutional Ethical Committee. 
The Study Design 
Analytical cross sectional study Design 
Study Procedures 
The   study   involves    to   assess   the   effectiveness of maternal new born 
bonding, and psychological outcome of the primi mothers early suckling will be 
initiated within 10mins after delivery. 
 Possible Effects to You –  
No risks involved 
 
 Possible benefits to you 
After finishing this study, investigator will provide information that early 
suckling will increasing the maternal new born bonding and psychological outcome 
of the primi mothers. 
 Possible benefits to other people 
        The result of the research may motivate the nurses to do early suckling in 
increasing the maternal new born bonding, and psychological outcome of the primi 
mothers. 
CONFIDENTIALITY OF THE INFORMATION OBTAINED FROM YOU 
       You have the right to confidentiality regarding the privacy of your medical 
information (personal details, results of physical examination, investigation, and 
your medical history). By signing this document you will be allowing the research 
team investigators, other study personnel, sponsors, and any person or agency 
required by law like the Drug Controller General of India to view your data, if 
required. The information from this study, if published in scientific journals or 
presented at scientific meetings, will not reveal your identity.   
HOW WILLYOUR DECISION NOT TO PARTICIPATE IN THE STUDY 
AFFECT YOU? 
Your decisions not to participate in this research study will not affect your,   
medical care or your relationship with investigator or the institution.  
CAN YOU DECIDE TO STOP PARTICIPATION IN THE STUDY ONCE 
YOU START?  
The participation in this research is purelyvoluntaryandyouhavetheright to 
withdraw from this study at any time during course of the study without giving 
reasons. However, it is advisable that you talk to the research team prior to stopping 
the treatment. 
Signature of the Investigator                          Signature of the mother with date 
Confidentiality   of the information obtained from you 
You  have  the  right  to  confidentiality   regarding   the  privacy   of  your  
medical information    (personal   details,    results  of physical    examinations,    
investigations, and your  medical    history).    By signing  this document,   you  
will be allowing  the research   team   investigators,   other   study   personnel,   
sponsors,  IEC   and   any person  or agency  required  by law like the   Drug  
Controller  General  of India to view  your  data,  if required.  The information   
from this study, if published   in scientific   journals  or  presented   at  scientific   
meetings,   will  not  reveal   your identity. 
How will your decision not to participate in the study affect you? 
Your decisions not to participate in this research study will not affect your   
daily living   activities,    medical   care or you relationship with investigator or the 
institution. 
Can you decide to stop participating in the study once you start?               
The participation in this research  is purely  voluntary  and you have the 
right  to withdraw   from this study at  any time during  course  of the study 
without  giving any reasons. 
However,  it is  advisable  that you talk to the research  team  prior  to 
stopping  the treatment. 
 
 
S. No Age at Menarche Age at Marriage LMP EDD Gestational Age Marriage Type
1 12 22 25.03.16 1.1216 38, 3 C
2 14 20 15.02.16 22.11.16 39, 6 NC
3 13 36 13.02.16 20.11.16 40, 1 NC
4 13 19 13.02.16 20.11.16 40, 4 NC
5 13 20 10.02.16 17.11.16 40, 5 NC
6 13 20 18.02.16 25.11.16 39, 4 NC
7 16 21 06.03.16 13.12.16 36, 6 NC
8 15 23 12.02.16 19.11.16 40, 6 NC
9 13 18 17.02.16 24.11.16 40, 1 C
10 13 23 15.02.16 22.11.16 40, 1 C
11 14 21 18.02.16 25.11.16 40, 1 NC
12 13 24 24.02.16 03.12.16 39 NC
13 13 27 08.03.16 15.12.16 36, 2 C
14 15 19 16.02.16 23.11.16 4, 2 NC
15 12 17 25.02.16 02.12.16 39 C
16 13 27 22.03.16 29.12.16 36, 1 NC
17 12 23 21.02.16 28.11.16 40, 1 NC
18 16 27 27,02.16 06.12.16 39, 2 NC
19 14 21 29.02.16 06.12.16 38, 4 NC
20 17 27 23.02.16 30.11.16 40, 2 NC
21 13 19 09.03.16 16.12.16 38 NC
22 14 19 27.02.16 03.12.16 39, 6 NC
23 14 20 26.02.16 05.12.16 39, 5 NC
24 14 21 27.02.16 06.12.16 39,5 NC
25 13 20 25.02.16 04.12.16 39.3 NC
26 13 20 03.02.16 10.11.16 40 NC
27 14 21 04.02.16 11.12.16 40 C
28 13 22 05.02.16 12.11.16 39.4 NC
29 13 24 05.03.16 12.12.16 40 NC
30 14 24 07.03.16 14.12.16 40 C
31 14 22 02.09.16 09.08.17 38,2 C
32 13 24 08.10.16 17.07.17 39,4 NC
33 13 23 27.10.16 04.08.17 38,2 C
34 14 26 08.10.16 17.07.17 39,3 NC
35 14 24 09.10.16 16.07.17 40,2 NC
36 13 20 07.10.16 14.07.17 40 NC
37 15 19 05.10.16 12.07.17 40,2 NC
38 11 23 20.20.16 27.07.17 37,6 C
39 13 24 09.10.16 16.07.17 37,6 NC
40 14 22 09.10.16 16.07.17 40,1 C
41 14 24 10.10.16 17.07.17 40,2 NC
42 13 19 22.10.16 29.07.17 39,4 NC
43 15 25 11.10.16 18.07.17 37,5 NC
44 13 18 10.10.16 17.O7.16 40 NC
45 13 19 10.12.16 17.09.16 33 C
46 14 20 26.02.16 05.12.16 38,3 C
47 14 24 27.02.16 06.12.16 37 NC
48 14 24 16.03.16 23.12.16 37 C
49 14 22 27.02.16 07.12.16 39 NC
50 15 18 01.03.16 08.12.16 39,1 C
51 14 22 03.02.16 10.11.16 40 C
52 14 22 27.02.16 04.12.16 39 NC
53 13 22 25.03.16 01.12.16 38,3 C
54 14 24 26.02.16 05.12.16 39,3 C
55 14 19 13.03.16 20.12.16 37,3 NC
56 12 21 22.02.16 29.11.16 40,3 C
67 14 30 05.03.16 12.12.16 38,1 C
58 13 30 06.03.16 13.12.16 38,1 NC
59 14 31 03.03.16 10.12.16 38,4 NC
60 13 22 18.03.16 25.12.16 38,4 NC
Obstetrical Data
Normal delivery
S. No Age Qualification Family Type Occupation Income Religion Place of Living Height Weight Dietary Pattern
1 1 2 2 2 2 1 2 3 3 2
2 2 1 1 2 1 1 2 2 1 2
3 2 2 2 1 2 1 1 2 2 2
4 3 3 2 2 3 1 1 3 3 2
5 2 1 2 2 3 2 1 3 2 2
6 3 1 2 2 2 1 1 3 2 2
7 2 1 2 2 3 1 2 1 3 2
8 3 3 2 2 4 2 2 3 2 2
9 1 1 1 2 1 1 2 1 1 2
10 1 1 1 2 2 1 2 2 3 2
11 3 3 2 2 2 1 2 2 2 2
12 2 1 2 2 2 1 2 1 3 2
13 2 3 2 2 3 1 2 1 3 2
14 2 1 1 2 2 1 2 2 3 2
15 1 2 1 2 4 1 2 3 3 2
16 2 2 1 2 2 1 2 2 2 2
17 2 3 2 2 1 2 2 3 2 2
18 1 1 1 2 1 1 2 3 2 2
19 1 1 1 2 2 1 2 2 3 2
20 1 3 1 2 1 1 1 2 3 2
21 4 1 1 2 2 1 2 1 3 2
22 3 2 2 2 2 2 2 2 2 2
23 2 3 2 2 2 1 1 2 1 2
24 3 1 1 2 2 1 2 1 1 2
25 1 2 2 2 2 1 2 3 3 2
26 2 1 1 2 1 1 2 2 1 2
27 1 2 2 2 1 3 2 2 3 2
28 2 3 2 2 3 1 1 3 2 2
29 2 3 2 2 2 2 2 2 3 2
30 3 1 1 2 2 1 2 1 1 2
31 3 3 1 2 2 1 2 2 2 2
32 2 1 1 2 2 1 2 2 2 2
33 2 3 1 2 2 1 2 2 3 2
34 2 1 2 2 2 1 2 2 3 2
35 2 1 1 2 3 1 2 2 3 2
36 2 1 2 2 3 1 2 2 2 2
37 1 1 2 2 3 1 2 1 1 2
38 3 3 2 2 3 1 2 2 3 2
39 3 2 1 2 2 1 1 1 3 2
40 1 1 1 1 1 1 1 1 1 2
41 2 2 2 2 3 1 1 2 2 2
42 2 3 1 2 2 1 2 2 3 2
43 3 1 2 2 2 2 2 1 1 2
44 2 3 2 2 3 1 2 1 3 2
45 3 1 1 2 3 1 2 1 3 2
46 4 1 2 2 1 1 1 1 2 2
47 2 1 1 2 3 1 2 1 2 2
48 3 3 1 2 2 1 2 3 2 2
49 3 3 2 2 2 1 2 2 2 2
50 3 1 2 2 1 1 2 2 3 2
51 2 1 2 2 1 1 2 2 3 2
52 4 2 1 2 1 1 2 4 2 2
53 3 2 2 2 2 2 1 1 2 2
54 2 1 2 2 1 3 1 2 21 2
55 4 2 2 2 2 2 1 1 2 2
56 2 2 2 2 1 1 2 2 2 2
57 2 2 2 2 1 2 1 2 1 2
58 2 1 2 2 2 1 2 2 2 1
59 2 2 1 12 1 3 1 2 2 2
60 2 2 2 2 1 1 2 1 1 1
Demographic Data
NORMAL DELIVERY
1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25
1 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
2 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
3 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
4 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
5 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
6 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
7 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
8 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
9 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
10 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
11 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
12 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
13 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
14 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
15 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
16 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
17 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
18 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
19 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
20 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
21 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
22 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
23 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
24 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
25 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
26 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
27 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
28 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
29 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
30 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
31 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
32 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
33 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
34 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
35 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
36 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
37 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
38 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
39 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
40 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
41 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
42 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
43 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
44 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
45 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
46 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
47 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
48 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
49 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
50 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
51 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
52 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
53 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
54 1 1 0 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
55 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
56 1 0 1 0 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
57 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
58 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
59 1 1 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
60 1 0 1 1 0 0 0 1 0 0 1 0 0 0 0 1 0 0 1 0 0 1 0 0 1
Postportam Bonding Questionare 2.likert Scale 
1 2 3 4 5 6 7 8 9 10
1 0 1 1 0 1 1 0 1 1 1
2 1 1 1 0 1 1 0 1 1 1
3 0 1 1 0 1 1 0 1 1 1
4 0 1 1 0 1 1 0 1 1 1
5 0 1 1 0 1 1 0 1 1 1
6 0 1 1 0 1 1 0 1 1 1
7 0 1 1 0 1 2 0 1 1 1
8 0 1 1 0 2 1 0 1 1 1
9 0 1 1 0 2 1 0 1 1 1
10 0 1 1 0 1 1 0 1 1 1
11 0 1 1 0 1 1 0 1 1 1
12 0 1 1 0 0 1 0 1 1 1
13 0 1 1 0 2 1 0 1 1 1
14 0 1 1 0 2 1 0 1 1 1
15 0 1 1 0 1 1 0 1 1 1
16 0 1 1 0 1 1 0 1 1 1
17 0 1 1 0 1 1 0 1 1 1
18 0 1 1 0 1 1 0 1 1 1
19 0 1 1 0 1 1 2 1 1 1
20 0 1 1 0 2 1 0 1 1 1
21 0 1 1 0 1 1 0 1 1 1
22 0 1 1 0 1 1 0 1 1 1
23 0 1 1 0 1 1 1 1 1 1
24 0 1 1 0 1 1 0 1 2 1
25 0 1 1 0 1 1 0 1 1 1
26 0 1 1 0 1 1 0 1 1 1
27 0 1 1 0 1 1 0 1 1 2
28 0 1 1 0 2 1 0 1 1 1
29 0 1 1 0 1 1 1 1 1 1
30 0 1 1 0 1 1 0 1 1 1
31 0 1 1 0 1 1 0 1 1 1
32 0 1 1 0 1 1 0 1 1 1
33 0 1 1 0 1 1 0 1 1 1
34 0 1 1 0 1 1 0 1 1 1
35 0 1 2 0 1 1 0 1 1 1
36 0 1 1 0 1 1 0 1 2 1
37 0 1 1 0 1 1 0 1 1 1
38 0 1 1 0 1 1 0 1 1 1
39 1 1 1 0 1 1 0 1 1 1
40 1 1 1 0 1 1 0 1 1 1
41 0 1 1 0 1 1 0 1 1 1
42 0 1 1 0 1 1 0 1 1 1
43 0 1 1 0 1 1 0 1 1 1
44 0 1 1 0 1 1 0 1 1 1
45 0 1 1 0 1 1 0 1 1 1
46 0 1 1 0 2 1 0 1 1 2
47 0 1 1 0 1 1 0 1 1 1
48 0 1 1 0 1 1 0 1 1 1
49 0 1 1 0 1 1 0 1 1 1
50 0 1 1 0 1 1 0 1 1 1
51 0 1 1 0 1 1 0 1 1 1
52 0 1 1 0 1 1 0 1 1 1
53 0 1 1 0 2 1 0 1 1 1
54 0 1 1 0 1 1 0 1 1 1
55 0 1 1 0 1 1 10 1 1 1
56 0 1 1 0 1 1 0 1 1 1
57 0 1 1 0 1 1 0 1 1 1
58 0 1 1 0 1 1 0 1 1 3
59 0 1 1 0 1 1 0 1 1 1
60 1 1 1 0 1 1 0 1 1 1
1
EDWINBURG POST NATAL DEPRESION SCALE
NORMAL DELIVERY
NORMAL DELIVERY
1 0
2 1
3 0
4 1
5 1
6 0
7 0
8 0
9 0
10 0
11 1
12 1
13 1
14 0
15 0
16 0
17 0
18 0
19 0
20 1
21 1
22 0
23 0
24 1
25 1
26 1
27 0
28 0
29 1
30 0
31 1
32 2
33 0
34 1
35 1
36 0
37 1
38 0
39 0
40 1
41 1
42 0
43 1
44 0
45 0
46 0
47 0
48 1
49 1
50 0
51 0
52 0
53 1
54 1
55 1
56 1
57 0
58 2
59 3
60 0
